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ABSTRACT 
 
Background: Since gaining independence in 1971, the total fertility rate in Bangladesh 
has decreased from 6.9 births per woman to 2.3. However, Bangladesh ranks second in 
the world for greatest number of pregnancies by age 18. Modern contraceptive use among 
married adolescent girls is low at 47%, whereas the rate of unintended pregnancy is high 
at 21%. The United Nations and the Government of Bangladesh have indicated that 
provision of adolescent-friendly reproductive health services is a critical next step in 
family planning programming. 
Methods: Guided by the Social-Ecological Model, I applied mixed methods to determine 
factors that influence modern contraceptive use among married adolescent girls in 
Bangladesh. For the quantitative component, I used a logistic regression approach and the 
2014 Bangladesh Demographic and Health Survey (BDHS) data to develop models for 
modern contraceptive use among nulliparous married adolescent girls (n=641). For the 
qualitative component, I conducted nine key informant interviews with family planning 
experts at the Ministry of Health and non-governmental organizations, and facilitated 
focus group discussions with 60 health workers. Data were collected in Khulna division 
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where total fertility is low and in Sylhet division where total fertility is high.  
Findings: Contrary to expectations, contraceptive use was not associated with access to 
family planning services or with female autonomy. Continuing education after marriage, 
however, was associated with contraceptive use. These associations were robust to the 
inclusion of common correlates of contraceptive use, including: girl’s awareness of 
emergency contraception, older age at first sex, younger age, girl’s preference for more 
children, termination of pregnancy, husband’s desire for fewer children than the girl, 
marriage to a husband 30 years of age or greater, and wealth. Health workers’ personal 
biases against adolescents’ contraceptive use, and the belief that hormonal contraceptives 
cause infertility are barriers to service provision and contraceptive use among 
adolescents. 
Recommendations: To reduce early childbearing in Bangladesh, health workers require 
training to provide family planning services to adolescents. Increasing community 
knowledge of modern contraception is equally important. Efforts are required to enroll 
and retain married adolescent girls in secondary education.  
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CHAPTER 1: OVERVIEW AND SIGNIFICANCE OF ADOLESCENT 
PREGNANCY  
 
Childbirth is the second highest cause of mortality among 15 to 19 year old 
adolescent girls globally [1] and babies of adolescent girls are at greater risk of morbidity 
and mortality [2, 3]. Despite efforts to delay the age of first birth, in many parts of the 
world, adolescence remains a time when millions of girls marry, become sexually active, 
and give birth. Childbirth during adolescence also has negative socioeconomic 
consequences. Adolescent mothers are less likely to graduate from school resulting in 
fewer employment opportunities and lower earnings. Reduced economic opportunities for 
women leads to economic dependence on their husbands, less decision-making power in 
the home, and increased vulnerability to intimate partner violence [4]. Additionally, 
daughters of young mothers more frequently become young mothers themselves, thus 
creating a cycle of poverty [4-6]. Increasing access to modern contraception, however,  is 
associated with lower fertility rates, improved birth spacing, higher wages and assets for 
women, better nutrition for women and their children, and higher educational 
achievement [7].  
Despite the decrease in the total fertility rate from 6.9 births per woman to 2.3 
since gaining independence in 1971, Bangladesh ranks second in the world for the 
greatest number of pregnancies by age 18 (n=2,904,220) [6].  Early marriage is common 
in Bangladesh with 59% of girls marrying before the legal age of 18; and the age of first 
sex is virtually identical to the age of marriage [8, 9]. Use of modern contraception 
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among married adolescent girls in Bangladesh is low at 47%, and the rate of unintended 
pregnancy is high at 21% [8]. As defined by the World Health Organization (WHO), 
modern contraceptive includes oral contraceptives, implants, injectables, intrauterine 
devices (IUDs), condoms, lactational amenorrhea, and  male or female sterilization [10].  
The United Nations Convention on the Elimination of All Forms of 
Discrimination Against Women expressed concern in 2011 at the limited attention to 
women’s reproductive health services in Bangladesh [11]. In 2015, the United Nations 
Committee on the Rights of the Child concluded that Bangladesh should “adopt a 
comprehensive sexual and reproductive health policy for adolescents” [12]. While the 
2011 to 2016 Health Population and Nutrition Strategic Plan recognized that 
interventions to delay the age of marriage and first birth, and prevent unintended 
pregnancies were likely to have the greatest impact on family planning outcomes, the 
extent to which these interventions have been implemented is unclear.  
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CHAPTER 2: GLOBAL CHALLENGE OF ADOLESCENT PREGNANCY  
 
A. Situational Analysis of Adolescent Pregnancy 
 
Scope of the Problem 
Adolescent pregnancy, defined as pregnancy occurring between the ages of 10 
and 19, is a major global health challenge [13, 14]. For many adolescents in low and 
middle income countries (LMICs) the time between first sex and first birth is relatively 
short, or approximately one to two years [15]. In 2016, there were 20.7 million 
pregnancies among girls 15 to 19 years of age in LMICs, of which an estimated 58% 
resulted in birth, 27% were terminated with induced abortion, and 15% ended in 
miscarriage [15]. 
 Adolescent births are regionally concentrated in West and Central Africa (28%), 
East and Southern Africa (25%), and South Asia (22%). Except for Bangladesh, where 
40% of girls give birth before the age of 18, five of the top six countries with the highest 
rate of adolescent births are in Sub-Saharan Africa. With 29% of the total global 
adolescent population living in South Asia, the greatest absolute number of births by the 
age 18 occur in India (n=11,875,182) followed by Bangladesh (n=2,904,220) [6].  
 
Understanding Pregnancy Intention 
Reproductive autonomy is the ability of a woman to decide whether and when to 
have a child. This autonomy is central to women’s health and wellbeing because 
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childbearing takes place in the woman’s body and because women are frequently the 
primary caregivers of the children [16]. Pregnancy intention is meant to reflect a 
women’s intent to have a child before becoming pregnant [17]. A pregnancy is defined as 
intended if was wanted and it occurred at the desired time or later, due to difficulties 
conceiving. Conversely, unintended pregnancies are those that are unwanted or occurred 
earlier than wanted. Pregnancy intention is increasingly understood as encompassing 
myriad socio-economic factors including access to reproductive health services and 
contraception and the relationships between women and their male partners, family 
members and peer groups. Limited female reproductive autonomy, gender inequality, and 
cultural constructs about relationships and sexuality are other factors that influence 
pregnancy intention [18]. 
In LMICs, nearly half of the 20.7 million pregnancies among adolescent girls in 
2016 were unintended, varying from 74% in Latin America and the Caribbean to 43 and 
45% in Asia and Africa, respectively.  Of unintended pregnancies, 55% were terminated 
with induced abortion, 32% resulted in live births, and 12% were miscarried [15].     
 
Determinants of Adolescent Pregnancy 
Determinants of adolescent pregnancy are related to cultural norms, social 
practices, and economic factors. While determinants vary by country and region, key 
determinants are young age at time of first sex and marriage, sexual coercion, lack of sex 
education, and lack of or ineffective use of contraception [5, 13, 15, 19]. Determinants of 
adolescent pregnancy in Bangladesh are discussed in detail in Chapter 3. 
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Consequences of Adolescent Pregnancy 
The consequences of adolescent pregnancy are multi-level and multi-dimensional 
and include negative health and socio-economic impact on adolescent mothers and their 
children. The morbidity and mortality associated with adolescent pregnancy is 
attributable to biological immaturity [20-22], social-economic factors that limit access to 
high-quality antenatal and postnatal care services [13, 23, 24], and unsafe abortion [13, 
15].   
Complications from pregnancy and childbirth is the highest cause of mortality 
among 15 to 19 year old adolescent girls in LMICs [1]. Girls who give birth before the 
age of 19 are more likely to die during child birth [20, 25] or experience complications 
from pregnancy, including fetal growth restriction [26], eclampsia [27, 28], premature 
rupture of membranes [29], preterm birth [26-29], obstetric fistula [30], episiotomy [26, 
29], systematic infection [28], and postpartum hemorrhage [26, 28]. Furthermore, the risk 
of eclampsia and preterm delivery are higher for adolescents less than 17 years of age, as 
compared to adolescents aged 18 to 19 [28]. Gynecological immaturity is known to 
increase the risk of preterm birth among young mothers [31] independent of low income, 
smoking, and inadequate antenatal care [28].   
Furthermore, unsafe abortion is a leading cause of preventable maternal death 
worldwide and a common occurrence for adolescents [5]. While data about adolescent 
abortion is likely underreported, in 2016 5.6 million adolescent pregnancies in LMICs 
were terminated by induced abortion, of which nearly 70%  (3.9 million) were unsafe 
procedures, defined as a procedure for terminating an unwanted pregnancy either by 
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persons lacking the necessary skills or in an environment lacking minimal medical 
standards, or both  [15, 32]. Compounding the problem, adolescents are more likely to 
obtain abortions later in pregnancy when risks are greater and they more frequently  delay 
medical care for related complications [33].  
The consequences of adolescent pregnancy are intergenerational. The babies of 
adolescent girls are also at greater risk of morbidity and mortality [2, 3] due to a variety 
of maternal factors including incomplete physical development, undernourishment, and 
poverty [15, 34]. Compared to babies of mothers aged 20 to 24 years, babies of mothers 
aged 10 to 19 years had greater odds of low birthweight, severe neonatal conditions, and 
death during the neonatal period or infancy [3, 28]. Additionally, the risk of low birth 
weight was shown to increase with younger adolescent age [28]. 
 Adolescent pregnancy in LMICs has negative socio-economic consequences. 
Young mothers are less likely to graduate from school resulting in fewer employment 
opportunities and lower earnings [5, 34]. Reduced economic opportunities for women 
lead to economic dependence on their husbands, less decision-making power in the home, 
and greater vulnerability to intimate partner violence [4, 5, 35]. Compounding the health 
and socio-economic risks of adolescent pregnancy, young mothers tend to have more 
children with shorter spacing between births [36-39]. Daughters of young mothers more 
frequently become young mothers themselves, thus  continuing the cycle of poverty [4-
6].  
 
  
7
Modern Contraception: Current Public Health Interventions to Reduce Adolescent 
Pregnancy 
Recognizing the consequences of adolescent childbearing, WHO developed 
evidence-based guidelines for preventing early pregnancy that include increasing use of 
modern contraception among adolescent girls in LMICs [13, 40]. As defined by WHO, 
modern contraception includes oral contraceptives, implants, injectables, IUDs, condoms, 
lactation amenorrhea, and  male or female sterilization [10].  Designed as a framework 
for policy makers and program managers, WHO recommends: 1) laws and policies to 
increase adolescents’ access to contraceptive information and services; 2) interventions to 
influence community members to support access to contraceptives for adolescents; 3) 
improving health service delivery to adolescents to facilitate their access to and use of 
contraceptive information and services; 4) interventions at scale that provide accurate 
information and education about contraceptives, in particular curriculum-based sexuality 
education; and 5) reducing the financial cost of contraceptives to adolescents [13]. 
Increasing adolescents’ use of modern contraception could prevent 6 million unintended 
pregnancies, 3.2 million abortions, 2.1 million unplanned births, and 5,600 maternal 
deaths annually in LMICs [15].  
Reduction of adolescent fertility also has medium and long-term benefits such as 
enhancing academic and economic opportunities for girls and breaking the cycle of 
poverty [7]. Reduced fertility rates and increased birth spacing allows families to invest 
more resources in maternal and child for health and nutrition [7], improving the 
likelihood of infant and child survival [41, 42]. A 2006 communication from the United 
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Nations Population Fund (UNFPA) reports that slowing population growth with family 
planning may be one of the most cost-effective ways to preserve the environment by 
reducing environment pressures imposed by the high demand for resources  [43]. 
 
Barriers to Modern Contraception and Unmet Need  
Despite overwhelming evidence for modern contraception use by adolescent girls, 
use is lower for this age group compared to women of all other ages [44]. An estimated 
38 million, or 15% of adolescents in LMICs need contraception because they are married 
or sexually active and want to postpone pregnancy. Unmet need for modern 
contraception, defined as the percent of fecund women who are married or sexually 
active and want to delay or stop child bearing, but are not using a contraceptive method 
[45], is estimated at 60% for adolescents in LMICs [15], compared to 24% overall for 
women 15 to 49 years of age, (Figure 1)  [46].  
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Figure 1: Unmet Need for Modern Contraception for Adolescents and Women of 
Reproductive Age 
 
Source: Guttmacher Institute 
 
 For adolescents the reasons for not using contraception range widely, including 
factors related to the adolescent girl, her social, cultural, and economic contexts, and 
characteristics of the healthcare system. At the individual level, girls’ limited knowledge 
of modern contraception methods and services, fear of side effects, and socio-economic 
factors such as wealth or status may prevent adolescents from accessing family planning 
services [47, 48]. Familial or community disapproval of contraception [48], cultural 
reticence to adolescent sexuality [13], and societal pressure to have children soon after 
marriage [49] are also barriers. Restrictive laws or policies may limit availability of 
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emergency contraception and abortion, or contraception may not be available for 
unmarried adolescents [50, 51]. Reproductive health education for unmarried adolescents 
is mired by concerns that knowledge of sexual health will lead to earlier and more 
frequent sexual activity [50] despite the lack of evidence to support the assertion [52]. 
Additionally, unmarried adolescents are less likely to access family planning services due 
to the embarrassment of wanting or needing services and fear that their parents will find 
out [50, 53]. Even if services are available for married or unmarried adolescents, poor 
quality of services or disrespectful treatment of adolescents by healthcare professionals 
may render the services unacceptable [49, 54]. 
 
B. Adolescent-Friendly Reproductive Health Services  
 
 Starting in 2001, WHO convened The Global Consultation on Adolescent 
Friendly Health Services, which was tasked with developing a common understanding of 
health and development needs of adolescents, defining best practices for enhancing 
quality of health services for adolescents and how to deliver them in a user-friendly 
manner, and developing consensus on a global research and action agenda aimed at 
improving health services for adolescents. The Consultation was comprised of healthcare 
professionals providing services to adolescents from more than 20 countries, and 
representatives from government and non-government sectors, United Nations agencies, 
bilateral agencies, and international non-governmental organizations (NGOs). The 
resulting consultation statements called for promotion and development of a shared 
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vision to address the health needs of adolescents. Additionally, it called for defining 
standards for adolescent-friendly health services [55].    
 
Quality Standards for Adolescent-Friendly Health Services 
 WHO defines adolescent-friendly health services as those that are equitable, 
accessible, acceptable, appropriate, and effective for adolescents within the context of 
their social, cultural, and economic realities [47]. Further, WHO designates 20 criteria for 
adolescent-friendly policies and procedures, health facilities, and healthcare providers 
and support staff [56] (Table 1). Although adolescents’ preferences and expectations 
vary with regard to the specific factors that constitute adolescent-friendly health services, 
it is significant that adolescents worldwide want to be treated with respect by their 
healthcare providers and to know that their confidentiality is protected [47, 57]. Since 
issuing guidance for adolescent-friendly health services, WHO has partnered with nearly 
25 countries in Asia, Africa, Central and Eastern Europe, and the Western Pacific to 
improve, expand, and standardize assess to high quality services for adolescents at 
government run primary health facilities[58].  
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Table 1: Characteristics of Adolescent-friendly Health Services  
CHARACTERISTIC CRITERIA 
EQUITABLE: All 
adolescents, not just 
certain groups, are 
able to obtain the 
health services they 
need. 
Policies and procedures are in places that do not restrict the provision of 
health services on any terms. 
Healthcare providers treat all adolescent clients with equal care and respect, 
regardless of their status. 
Support staff treat all adolescent clients with equal care and respect, 
regardless of their status. 
ACCESSIBLE: 
Adolescents are able 
to obtain the health 
services that are 
provided. 
Policies and procedures are in place that ensure that health services are 
either free or affordable to adolescents. 
The point of health service delivery has convenient hours of operation. 
Adolescents are well-informed about the range of available health services 
and how to obtain them. 
Community members understand the benefits that adolescents will gain by 
obtaining the health services they need, and support their provision.  
Some health services and health-related commodities are provided to 
adolescents in the community by selected community members, such as 
outreach workers and adolescents themselves. 
ACCEPTABLE: 
Health services are 
provided in ways that 
meet the expectations 
of adolescent clients. 
Policies and procedures are in place that maintain adolescents’ 
confidentiality at all times, except where staff are obliged by legal 
requirements. 
The point of health services delivery is located in a place that ensures the 
privacy of adolescent users. It has a layout of that is designed to ensure 
privacy through an adolescent’s visit. 
Healthcare providers do not criticize their adolescent patients even if they 
do not approve of the patients’ words and actions. They are considerate to 
their patients and reach out to them in a friendly manner. 
Adolescents are able to consult with healthcare providers at short notice 
whether or not they have a formal appointment.  
A point of health services delivery that is welcoming, attractive and clean. 
Information that is relevant to the health of adolescents is available in 
different formats. Materials are presented in a familiar language, are easy to 
understand and eye-catching.   
Adolescents are given the opportunity to share their experiences in 
obtaining health services and to express their needs and preferences.  
APPROPRIATE: 
The health services 
that adolescents need 
are provided. 
The package of health care fulfills the needs of all adolescents, either at the 
point of health service delivery or through referral linkages. 
EFFECTIVE: The 
right health services 
Healthcare providers have the required knowledge and skills to work with 
adolescents and provide them with the required health services. 
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are provided in the 
right way and make a 
positive contribution 
to the health of 
adolescents. 
Health services provision is based on protocols and guidelines that are 
technically sound and of proven usefulness.  
Healthcare providers are able to dedicate sufficient time to work effectively 
with their adolescent clients. 
Each point of health services delivery has the necessary equipment, 
supplies, medicines, and basic services needed to deliver the health services. 
Source: Modified from Quality Assessment Guidebook: A Guide to Assessing Health Services for 
Adolescent Clients, WHO 
  
 
 A growing body of evidence demonstrates that adolescent-friendly health services 
increase adolescents’ access to and utilization of health services and improve health 
outcomes for young people [58-62].  A review of published and unpublished reports from 
eight LMICs, selected by convenience sampling, that have implemented adolescent-
friendly health services assessed whether the quality of health service provision improved 
for adolescents and whether services utilization by adolescents increased [58]. The 
researchers applied WHO’s criteria for  adolescent-friendly services [56], outlined in 
Table 1, and concluded that countries made more progress toward improving 
accessibility, acceptability, and effectiveness of services than progress toward 
appropriateness and equity.  Interviews with health facility managers, service providers, 
support staff, and adolescent clients, as well as observations of services delivery, 
identified improvements in quality of services across the five criteria. Furthermore, 
service utilization improved in seven of the eight countries, including India, Indonesia, 
Malawi, Moldova, Mongolia, Tanzania, and Ukraine [58].  
 In Bangladesh, the one country where service utilization did not increase, a cross-
sectional, quasi-experimental non-equivalent study design was used to compare a random 
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selection of 25% of health facilities that implemented adolescent-friendly services to 
facilities (n=44) to facilities with similar characteristics in an adjacent district that did not 
implement the services (n=44) [58, 63]. An unpublished report indicates none of facilities 
meet all standards for providing adolescent-friendly health services. While intervention 
facilities had more counselors trained to provide services to adolescents, the presence of a 
counselor did not make a difference in the quality of services.  Notably, neither job aids 
nor standard operating procedures supporting provision of adolescent-friendly services 
were available at any of the intervention facilities. A total of 1,407 youth aged 15 to 24 
years were interviewed by trained data collectors regarding their awareness of 
adolescent-friendly health services and utilization of services. Finding indicate that 
awareness was low overall, but higher in the intervention group (25%) than the 
comparison group (7%), and that males were more aware of the availability of the 
services (31%) than females (17%). Interviews indicated a small, but statistically 
insignificant increase in the use of services in the control group (54%) compared to the 
intervention group (49%).  
 The lack of improvement in adolescent-friendly services was attributed to several 
factors. First, intervention coverage was low coverage. Second, activities to motivate 
providers to provide health services to young people in a youth-friendly manner and to 
provide services to all young people (adolescent-friendly standards 7 and 8, respectively) 
were not implemented. Third, community members and young people were alerted to the 
services, however the program did not specifically focus on behavior change or use of 
services [63].    
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The Social-Ecological Model for Adolescent-Friendly Reproductive Health Services 
 
 Historically, adolescent reproductive health interventions have targeted individual 
level characteristics and behaviors failing to acknowledge the upstream social structures 
and environments that influence health behaviors and outcomes [64-67]. In the early 
2000s, HIV/AIDS programs became the first area of public health to consider the 
influence of social determinants of health [68]. Broad support for the inclusion of social 
determinants of health was catalyzed in 2008 when the Commission on the Social 
Determinants of Health concluded that the context of a population must be addressed in 
order to improve health [66]. 
 Relative to adolescents, cultural, political, social, and economic factors have been 
found to be more influential than more proximal individual level factors across various 
aspects of health, including sexual and reproductive health [69]. At the highest level, 
utilization of adolescent-friendly services requires national laws and policies that enable 
all adolescents, regardless of age, marital status, wealth or other personal characteristics, 
to be able to access and self-consent to services [70, 71]. Utilization is facilitated by 
services that are free or affordable to youth, or otherwise do not require young people to 
obtain money from another individual, especially in environments where adolescent 
sexuality is stigmatized. Disapproval from family or community members, including 
healthcare providers, discourages youth from using services. Limited knowledge of 
reproductive health and services is another barrier to utilization [71, 72]. 
 Successful implementation of adolescent-friendly services provision requires 
clear policies and implementation guidelines, identification of the implementing 
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organizations and personnel, intersectional coordination, commitment from stakeholders 
and leadership, and  robust monitoring and evaluation [73]. At the health facilities level, 
adequate supplies are required to enable providers to deliver services to all patients 
seeking care [72, 73]. Services must be provided in a private setting by personnel who 
maintain their clients’ confidentiality and treat adolescents with respect.  
 A key barrier to service utilization is socio-cultural norms that stigmatize 
adolescent sexuality or otherwise cause youth to feel fearful or ashamed of seeking 
services [71, 72]. Staff must cultivate a nonjudgmental environment that fosters trust such 
that adolescents are comfortable asking questions and receiving services. A common 
finding among programs seeking to scale adolescent-friendly health services is that 
providers’ negative attitudes toward adolescent sexuality and use of family planning 
hinder provision of services, which confirms the reported experiences of adolescents [71, 
72, 74-76].  Other barriers to provision of adolescent-friendly services include lack of 
operational definition of the term “adolescent-friendly”, financial reliance on donor 
agencies, and insufficient number of trained staff or high rates of staff turnover [73, 77]. 
 The Social-Ecological Model (Figure 2) provides a comprehensive framework to 
understand the nested and bidirectional relationship between determinants of health at the 
individual, interpersonal, community, and societal levels, as described in Chapters 2 and 
3. First introduced by as a framework for human development by developmental 
psychologist Urie Bronfenbrenner in the 1970s, the model has been adapted and applied 
widely to understand determinants of health  [78], including adolescent development [79] 
and sexual and reproductive health [67]. 
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Figure 2: Social-Ecological Model for Enabling Environment for Shaping 
Adolescent Sexual and Reproductive Health 
 
Source: Svanemyr et. al [67] 
  
 Most recently, Svanemyr et. al. applied the Social-Ecological Model to creating 
enabling environments for adolescent sexual and reproductive health, where the levels of 
the model are described as follows [67]:   
 At the individual level, empower adolescents through efforts to build social and 
economic assets through education or access to financial resources. 
 At the relationship or interpersonal level, build relationships that support and 
reinforce positive health behaviors, this includes relationships with sexual 
partners, parents, and other family members. 
 At the community level, create positive norms and support for adolescents to 
access reproductive health information and services. 
 At the societal level, advocate for laws and policies that support reproductive 
health.  
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CHAPTER 3: BANGLADESH’S CHALLENGE OF ADOLESCENT 
PREGNANCY  
 
A.  Overview 
 
Over the last four decades, family planning programs in Bangladesh have made 
impressive gains. From 1971 to 2014, the total fertility rate decreased from 6.3 births per 
woman to 2.3 and contraceptive prevalence increased from 5% to 54%. Despite these 
achievements, the median age at marriage is 16.1 years and the median age of first birth 
is 18.4 years. Compared to their elder counterparts, adolescent girls have greater unmet 
need for modern contraception and are more likely to report unintended pregnancies [80]. 
The United Nations and the Government of Bangladesh have identified provision of 
adolescent-friendly reproductive health services as a critical next step in family planning 
programming [12, 81].  
 Located in South Asia, The People’s Republic of Bangladesh (“Bangladesh”) is a 
unitary and parliamentary democracy that gained independence from Pakistan in 1971. 
Bangladesh is bordered by India to the east, north and west, Myanmar to the south-east, 
and the Bay of Bengal to the south [82]. Administratively, Bangladesh is divided into 
seven divisions, 64 districts, 545 sub-districts, and 11 metropolitan areas. The capital of 
Bangladesh is Dhaka [83]. 
 With a population of 156,186,882 as of July 2016, and a land area of 148,460 
square kilometers, Bangladesh is the ninth most populated country in the world and it 
ranks fifth by population density [82]. Like many LMICs, Bangladesh is experiencing a 
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youth population bulge, or an unequally distributed population where the greatest 
proportion of the population is young [84]. Owing to a reduction in infant mortality 
preceding a reduction in the birth rate, 20% of the Bangladeshi population is between the 
ages of 15 and 24 years of age, a phenomenon that is projected to continue for the next 20 
to 30 years (Figure 3) [84, 85]. 
 
Figure 3: Population Pyramid for Bangladesh 
 
Source: The World Factbook 
  
 Regarding demographics, the overall sex ratio is 0.97 male to female, average life 
expectancy is 73.2 years, and the median age is 26.3. The population growth rate is 
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estimated at 1.05%. Bangladesh is ethnically, linguistically, and religiously homogenous. 
Ninety-eight percent of the population belongs to the Bengali ethnic group, with an 
additional 27 ethnic groups recognized by the government. Spoken by 99% of the 
country, Bengali is the national language. The predominant religion in Bangladesh is 
Islam (89%), followed by Hinduism (10%), and Buddhism and Christianity (less than 1% 
each).[82].  
 In recent years, Bangladesh has experienced remarkable demographic transitions 
in fertility and socio-economic growth. The total fertility rate has decreased from 6.9 
births per woman in 1971 to 2.3 in 2014 [80]. Since 1996 the gross domestic product 
(GDP) increased by approximately 6% per year with a GDP of $202.3 billion in 2015 
[82]. Additionally, the education sector has seen a substantial increase in secondary 
school enrollment from 18.6% in 1980 to 53.6% in 2012. In 2016, the adult literacy rate 
was 72.8%, with a rate of 69.9% for females and 75.5% for males [82].  
 Bangladesh has been lauded by the international community for its progress on 
the United Nations Human Development Index (HDI), a composite score that measures 
health, education, and living standards on a scale of 0 to 1, where higher values indicate a 
greater level of development. As with the other South Asian countries, Bangladesh 
experienced rapid development from 1980 through 2010, with a plateauing effect from 
2010 onward. In 2014, Bangladesh was ranked 142 of 188 countries by the HDI. Among 
South Asian countries, Bangladesh is currently ranked as less developed than Sri Lanka 
(73), Maldives (104),  India (130), and Bhutan (132), and more developed than Nepal 
(145), Pakistan (147), and Afghanistan (171) [86]. Figure 4 depicts the development of 
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Bangladesh as measured by the HDI and benchmarked to other South Asian countries. 
 
Figure 4: Human Development Index: Bangladesh and other South Asian Countries 
 
Source: United Nations Development Program: Human Development Index Data, 2015 
 
B. Healthcare System 
 
 The healthcare system of Bangladesh is pluralistic with four entities that define its 
structure and function: (1) Government or public sector, (2) the private sector, (3) NGOs, 
and (4) donor agencies. The Government is the lead entity that by constitutional powers 
and legislation is tasked with policy development, planning, financing, provision of 
comprehensive health services, and regulation of the other three entities [87]. Public 
health in Bangladesh is highly centralized under the Ministry of Health and Family 
Welfare, which oversees the provision of services through the Directorate General of 
Health Services and Directorate General of Family Planning (Figure 5) [86].   
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Figure 5: Health Service delivery organizational structure in Bangladesh 
 
Source: Asia Pacific Observatory on Health Systems and Policies; Health Bangladesh System 
Review 
  
 Aligned with the structure of the healthcare system, family planning services are 
obtained from the public sector, private sector, NGOs, and donor agencies. In 2014, 
approximately half (48.7%) of all contraceptive methods were provided by the public 
sector. Substantial variation in the source exists by method with the government 
providing 93.1% of  implants and 92.1% of IUDs, but only 14.9% of condoms (Table 2) 
[80]. 
  
23
 The second most common source of family planning is the private sector which 
provides 46.5% of all methods, including 76.0% of condoms and 54.5% of oral 
contraceptives (Table 2) [80].  The private sector supplements the limited capacity of the 
government health services through a network of mostly for-profit health facilities that 
primarily provide curative services. The private sector is divided between formal and 
informal sectors [88]. The formal sector is comprised of trained Western and traditional 
providers, many of which also hold jobs with the government while the informal sector 
includes mostly untrained providers of Western, homeopathic, and traditional medicine. 
The formal private sector is concentrated in urban areas and the non-formal sector in rural 
areas contributing to inequity in access to and quality of health services.  Overall, the 
private sector is poorly regulated and unaffordable to many poor people [86]. Interviews 
with healthcare providers working in the private sector indicate lack of awareness of 
family planning policies and regulatory requirements, such as registration and 
certification for provision of family planning, including long acting and permanent 
methods [89].  
 The NGO sector has emerged in Bangladesh in response to the low quality of 
government services and its inability to reach rural and poor regions of the country [90]. 
Bangladesh hosts over 4,000 health and nutrition NGOs, many of which have a strong 
focus on family planning, and maternal and child health [86]. Although NGOs provide 
only 4.4% of all family planning (Table 2) [80], NGO funding is increasing overall, 
putting the government under growing pressure to partner with NGOs on health 
financing, planning, service delivery, capacity building, and monitoring and evaluation. 
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Partnerships between the government and NGOs are generally described as “good 
working relationships” and are credited with shifting the role of the government from one 
of “provider of services” to “purchaser of services” [86, 90]. 
 Bilateral and multilateral donor agencies are also actively involved in setting 
health and development priorities in Bangladesh and funneling funds to the NGO sector. 
Globally, among the 147 recipient countries, Bangladesh is one of 11 countries receiving 
funding from more than 15 donors. Specific to family planning and reproductive health, 
key bilateral donors are the governments of Australia, Canada, Germany, Japan, Korea, 
Netherlands, Sweden, the United Kingdom, and the United States, as well as European 
Union Institutions. Multilateral donors contributing to family planning and reproductive 
health are the International Development Association, UNFPA, and United Nations 
Children’s (UNICEF) [91]. 
Table 2: Source and Distribution of Modern Contraception Methods for Women 
Age 15-49 
Source Female Sterilization 
Male 
Sterilization Pill IUD Injectable Implant Condom Total 
Public 
Sector 68.7% 84.5% 42.3% 
92.1% 61.0% 93.1% 14.9% 48.7% 
Private 
Sector 22.8% 7.5% 54.5% 
6.6% 29.1% 2.2% 76% 46.5% 
NGO 
Sector 2.0% 3.0% 3.1% 1.3% 9.6% 4.8% 2.0% 4.4% 
Source: Bangladesh Demographic and Health Survey 2014. 
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Health System Finance and Workforce Capacity 
 Financing for healthcare comes from the government, out-of-pocket payments, 
and aid from NGOs and international donors. According to the World Bank, in 2014 
Bangladesh spent 2.8% of its GDP on healthcare, a contribution of 12% of Bangladesh’s 
total healthcare expenditure [92].  Government contributions to health care spending has 
been persistently low over the past decade despite economic growth [93]. Out-of-pocket 
payments are very high at 64% of the healthcare expenditure, constituting the largest 
source of healthcare spending [86, 94]. High costs incurred by individuals render 
healthcare unaffordable and many people do not receive needed treatments. Bangladesh’s 
first ever health care financing strategy sets the goal of reducing out-of-pocket payments 
by half and increasing government contribution to 30% [86]. Compared to the other 
South Asian countries, Bangladesh has the lowest healthcare expenditure as percentage of 
GDP and second lowest government spending on healthcare per capita (Table 3) [92]. 
 Specific to family planning, the 2011 to 2016 Health, Population and Nutrition 
Sector Development Program allocated 13.3% [95] of its US$7.7 billion budget to family 
planning [96]. The majority of those funds were apportioned to family planning field 
services delivery (53%) and clinical contraception services delivery (45%), with the 
remainder dedicated to administrative functions, including monitoring and evaluation 
(0.4%) and management information systems (2%) [95]. 
 WHO has identified Bangladesh as one of 49 countries with a critical health 
workforce shortage. Low investment in healthcare contributes to shortages in the skilled 
healthcare work force and low health system capacity. [97]. Despite having established a 
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network of medical and nursing schools, the number health professionals has not kept 
pace with population growth, leaving a shortage of over 90,000 healthcare workers [86, 
98]. Further compounding the issue, providers are disproportionally concentrated in 
urban centers leaving health care facilities in rural areas overburdened and understaffed 
with vacancies for sanctioned positions exceeding 20%. Notably, more women are 
graduating from medical and nursing schools, however progress toward greater female 
representation in the healthcare workforce is hampered by women leaving the profession 
when they marry or have children [86]. Compared to the 1:3 physician to nurse ratio 
recommended by WHO, Bangladesh has a 2:1 ratio which is similar to the health 
profession mix in Afghanistan (3:1) and Pakistan (3:1) where the number of doctors also 
far exceeds the number of nurses (Table 3) [92, 98]. The number of hospital beds per 
1,000 people is 0.6 in Bangladesh, which is also similar to Afghanistan (0.5 per 1,000 
people) and Pakistan (0.6 per 1,000 people) [92]. 
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Table 3: Comparison of health expenditure and health system capacity in South 
Asia 
Country Total 
expenditure 
on health as 
% of GDP 
(latest year) 
Government 
expenditure 
on health as 
% of total 
expenditure 
(latest year) 
Health 
expenditure 
per capita 
(latest year) 
Doctors 
per 
1,000 
people 
(latest 
year) 
Nurses 
and 
midwives 
per 1,000 
people 
(latest 
year) 
Hospital 
beds per 
1,000 
people 
(latest 
year) 
Afghanistan 8.2% 
(2014) 
12.0% 
(2014) 
$57 
(2014) 
0.3 
(2013) 
0.1 
(2010) 
0.5 
(2012) 
Bangladesh 2.8% 
(2014) 
5.7% 
(2014) 
$31 
(2014) 
0.4 
(2011) 
0.2 
(2011) 
0.6 
(2011) 
Bhutan 3.6% 
(2014) 
8.0% 
(2014) 
$89 
(2014) 
0.3  
(2012) 
1.0 
(2012) 
1.8 
(2012) 
India 4.7% 
(2014) 
5.0% 
(2014) 
$75 
(2014) 
0.7 
(2012) 
1.7 
(2011) 
0.7 
(2011) 
Maldives 13.7% 
(2014) 
26.6% 
(2014) 
$1165 
(2014) 
1.4 
(2010) 
5.0 
2010 
4.3 
(2009) 
Nepal 5.8% 
(2014) 
11.2% 
(2014) 
$40 
(2014) 
0.2 
(2004) 
0.5 
(2004) 
5.0 
(2006) 
Pakistan 2.6% 
(2014) 
4.7% 
(2014) 
$36 
(2014) 
0.8 
(2010) 
0.6 
(2010) 
0.6 
(2012) 
Sri Lanka 3.5% 
(2014) 
11.2% 
(2014) 
$127 
(2014) 
0.7 
(2010) 
1.6 
(2010) 
3.6 
(2012) 
Data Source: World Bank, 2015 
 
 
Family Planning Policies and Plans  
 Family planning law and policy in Bangladesh trace back to 1976 when the 
Government declared that rapid population growth was the most significant problem 
facing the country. The 1976 population policy named family planning as a component of 
national development, prompting investments to strengthen maternal and child health, 
including the Maternal and Child Health Multi-Sectoral Program [99, 100]. Successive 
five-year sector-wide plans have achieved functional integration of family planning with 
healthcare (1980–1985), intensification of family planning efforts, particularly in rural 
  
28
areas through improved infrastructure (1985–1990), and improvement of the quality of 
care and enhancement of the status of women in all aspects of life (1990–1995) [99]. In 
1998, health services and family planning were re-established as separate entities; and in 
2003 the Health, Population and Nutrition Sector Development Program was launched to 
reform the health and population sector, including expanding the package of essentials 
services and improving the quality of care [95, 99]. 
 For the most recent Health, Population and Nutrition Sector Development 
Program implementation plan, 2011 to 2016, family planning objectives include 
increased use of family planning before and after birth, as well as expanding access to 
low cost long lasting active and permanent methods, especially in areas with low 
contraceptive prevalence such as urban slums. Additionally, the program implementation 
plan calls for increasing male participation in family planning and gender sensitization. 
Priority indicators for family planning are to: (1) reduce the total fertility rate to the 
replacement rate of 2.0  births per woman, (2) increase the contraceptive prevalence rate 
from 61% to 74%, (3) reduce unmet need from 17.1% to 9%, and (4) decrease 
contraception discontinuation rate from 56.5% to 20% [81, 99]. Interventions to achieve 
those targets are numerous and the most significant impact is expected to come from 
efforts delay the age of marriage and first birth and prevention of unintended pregnancies 
[81, 95].  
 The 2016 to 2020 Costing Implementation Plan for the National Family Planning 
program revised and re-committed to the following priorities by 2021: (1) reduce the total 
fertility rate from 2.3 to 2.0, (2) increase the contraceptive prevalence rate from 62% to 
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75%, (3) increase the share of long acting and permanent methods from 8.1% to 20%, (4) 
reduce unmet need for family planning from 12% to 10%, and  (5) reduce the family 
planning discontinuation rate from 30%  to 20% [101]. 
 
Community Health Worker Program 
 The central component of the 1976 population policy was the Family Welfare 
Assistant (FWA) program [95, 100]. The goals of the program are to: (1) provide 
reproductive health and family planning needs, (2) increase contraceptive acceptance, (3) 
reduce the total fertility rate, (3) increase demand for long acting and permanent methods 
of contraception, (4) improve women’s health status, (5) ensure safe motherhood, (6) 
improve nutritional status of the community, and (7) improve children’s health status. 
FWAs are charged with creating demand for contraception through home visitations. To 
strengthen family planning and mitigate the health workforce shortage, FWAs receive 
two months of basic training to deliver home-based family planning and maternal and 
child health services. Today, the training includes family planning, maternal and child 
health, primary health care, limited curative care, nutrition and gender issues, sexually 
transmitted diseases, and communication skills, New topics such as reproductive health 
and HIV/AIDS are added to the foundational training at a later stage [102].   
 From 1976 through 1980, 13,500 FWAs were hired and trained, a number that 
reached nearly 30,000 by the mid-1990s. During the early years of the program, 
sterilization was the primary family planning method with FWAs receiving compensation 
for accompanying women to clinics for the procedure. In the 1980’s, direct compensation 
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was discontinued, nonpermanent methods gained popularity, and the family planning 
provision model shifted to contraception choice [103]. As of 2013, 21,219 FWAs were 
providing services throughout Bangladesh. According to the program operational plan, 
each FWA visits 20–25 households or couples per day. FWAs offer counseling and 
education on family planning, antenatal care, newborn care, postnatal care, and nutrition.  
Additionally they deliver oral contraceptives, condoms, Vitamin A capsules, and oral 
rehydration salts [95].  
 Upon formulation of the Health and Population Sector Program in 1998, 
community clinics were established with the goal of delivering an Essential Services 
Package. Family Welfare Visitors (FWVs), a new cadre of healthcare workers, were 
trained to manage and staff the community health clinics on a rotational basis. Training 
for FWVs is 18-months in duration and includes management skills to run the community 
health clinics and clinical topics such as: family planning, antenatal care, postnatal care, 
assessment and management of diarrheal diseases and acute respiratory infections, 
emergency obstetric care, management of diseases related to vitamin and mineral 
deficiencies (e.g., iodine, vitamin A, iodine, iron), and immunization. With regard to 
family planning, FWVs counsel on family planning methods, provide methods such as 
IUDs and injectable contraceptives, manage side effects, and refer for complications. 
Additionally, they are trained to provide menstrual regulation services [104].   
 To promote the services of FWVs, FWAs were subsequently tasked with demand 
generation for health services provided at community clinics. FWAs are responsible for 
notifying community members of the dates and times the community clinics will be open 
  
31
for services. Additionally, they refer women to the clinics for IUDs, injectables, and other 
services beyond the scope of services they are trained to provide [102, 104]. 
 
Progress toward Adolescent-Friendly Reproductive Health Services in Bangladesh 
 Bangladesh has been lauded for its family planning achievements in last four 
decades, particularly given the backdrop of persistent poverty, low literacy, and limited 
female autonomy [99, 103]. Since gaining independence in 1971, the total fertility rate 
has decreased from 6.3 births per woman to 2.3 and contraceptive prevalence has 
increased from 5% to 54%  [80]. Despite the relative success of its family planning 
program, Bangladesh’s progress toward adolescent-friendly family planning services is 
limited.  
 On the international stage, the Government of Bangladesh ratified two major 
legally binding international human rights treaties that contain provisions specific to 
reproductive health and wellbeing of adolescent girls: the Convention on the Elimination 
of All Forms of Discrimination Against Women and the Convention on the Rights of the 
Child [11]. As part of routine monitoring of human rights treaties, participating 
governments submit periodic reports to monitoring bodies at the United Nations and in 
return governments receive recommendations on strategies to adopt and implement 
articles of the conventions. In 2011, the governing body for the Convention on the 
Elimination of All Forms of Discrimination Against Women expressed concern about the 
Bangladeshi government’s limited attention to women’s reproductive health services and 
called for disaggregation of reproductive health data, strengthening of family planning 
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services, and improved availability of contraceptives, especially in rural areas [95]. In 
2015, observations from the United Nations Convention on the Rights of the Child 
concluded that Bangladesh should: 
“adopt a comprehensive sexual and reproductive health policy for adolescents 
and ensure that sexual and reproductive health education is part of the mandatory 
school curriculum and targeted at adolescent girls and boys, with special 
attention paid to preventing early pregnancy and sexually transmitted infections” 
[12].   
 
C. Early Marriage and Adolescent Pregnancy in Bangladesh  
 
Adolescence, an emerging concept in Bangladeshi society, is a transitional stage 
between childhood and adulthood that is marked by physiological, psychological, and 
social growth [105, 106]. The transition from childhood to adulthood in Bangladesh is 
typically rapid, especially among girls, for whom social norms dictate that marriage and 
childbearing should occur soon after puberty. As a result, many girls enter marriage at a 
young age with limited knowledge and autonomy regarding family planning and 
childbearing [105]. Increasing recognition that young people in Bangladesh, girls in 
particular, have inadequate conditions to thrive has sharpened the focus on adolescence 
as an opportunity to improve health and wellbeing [106].  
 Despite the sharp decline in the fertility rate, adolescent child birth is a persistent 
challenge. Bangladesh ranks second in the world for the greatest number of births before 
the age of 18 among girls aged 20 to 24 (n= 2,904,220) [6]. The median age of first birth 
in Bangladesh is 18.4 for women aged 20 to 49, and has remained relatively unchanged 
in the past 10 years. The percent of adolescents who first gave birth by the age of 15 
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decreased from 16% in 1999 to 9% in 2014. However, during the same timeframe, the 
percent of adolescents who first gave birth by age 19 increased from 53% to 58% (Figure 
6) [80]. Among girls who become mothers before the age of 20, the average age of first 
birth is 16.6 years [107]. 
Figure 6: Trend in Age of First Birth 
 
Source: Bangladesh Demographic and Health Survey 2007, 2011 and 2014. 
  
 Determinants of adolescent pregnancy in Bangladesh are multi-dimensional and 
include cultural norms and socio-economic factors [108]. Child marriage, defined as 
marriage before the age of 18, is closely associated with adolescent pregnancy [109]. 
Although the legal age of marriage for girls is 18, the law is not enforced as is evident 
from national statistics. For girls, the median age of marriage is 16.1 years and 71% of 
women aged 20 to 49 married before the age of 18. Despite a steady decrease in child 
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marriage since the early 1990s, the proportion of 20 to 24 year old females who were 
married by the age of 18 remains high at 59% (Figure 7) [80] giving Bangladesh the 
third highest prevalence of child marriage in the world and the highest in South Asia [38]. 
 
Figure 7: Trend in Percent of Women 20 to 24 years who were First Married by Age 
18 
73% 69%
65% 68% 66% 65%
59%
1993-94 1996-97 1999-00 2004 2007 2011 2014
 
Source: Bangladesh Demographic Health Survey, 2014 
 
 Traditional norms in Bangladesh place high value on virginity before marriage, 
consequently early marriage serves as a mechanism to “protect” girls from pre-marital 
sex [110]. Poverty, low level of education, and residing in a rural community are 
associated with adolescent marriage, and consequently early childbearing [109-114]. For 
families living in poverty, a daughter may be perceived as an economic burden that is 
alleviated by marrying her into another family. Research indicates that families are 
unwilling to delay marriage due to the increased cost of dowry for older girls [115]. In 
2015, in its concluding observations on Bangladesh, the United Nations Convention on 
the Rights of the Child expressed its serious concern for:  
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“the persistence of adverse cultural norms, practices and traditions, as well as 
deep-rooted stereotypes regarding the roles and the place of children, in 
particular girls, in society. Such stereotyping contributes to the persistence of 
violence against children and harmful practices, including child marriage” [12]. 
 
 Early marriage has numerous harmful physical and social consequences for girls. 
Owing to the increased likelihood of early pregnancy and higher fertility, early marriages 
place girls and their babies at greater risk of morbidity and mortality [38, 109, 116, 117]. 
Additionally, young brides in Bangladesh are more likely to experience intimate partner 
violence, which is likely to be the result of limited female empowerment, including 
reduced self-esteem, self-efficacy, and sense of entitlement or rights [108]. 
 
D. Modern Contraception Utilization and Adolescent Girls in Bangladesh   
 
 From 2009 to 2014, unmet need for contraception among adolescent girls in 
Bangladesh decreased by 2%, from 19% to 17% .  During that same time, modern 
contraceptive prevalence increased by 9%, from 38% to 47% (Figure 8)  [80, 118].  
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Figure 8: Contraception Utilization for Adolescent Girls 15 to 19 Years of Age in 
Bangladesh 
 
 Source: Bangladesh Demographic and Health Survey 2007, 2011 and 2014. 
  
 While unmet need among Bangladeshi adolescent girls is relatively low at 17.1% 
[80], this number must be approached with caution. As previously discussed, adolescent 
girls have limited reproductive autonomy and newly married couples are faced with 
strong societal expectations to have a child shortly after marriage [119]. Given that 
contraception use by young couples is perceived as inappropriate or disadvantageous 
[119, 120], unmet need for family planning may be underreported for adolescent girls and 
contraceptive prevalence may be a more dependable indicator. 
 Factors associated with adolescent use of modern contraception in Bangladesh are 
explored below in alignment with the levels of Social-Ecological Model.  
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Individual Determinants 
 Education, poverty, and living in an urban versus rural area are the key correlates 
of modern contraception use among adolescents in Bangladesh. Multivariate logistic 
regression analyses of Bangladesh Demographic and Health Survey (BDHS) data found 
that the rate of contraceptive use was the lowest for girls with less education and family 
wealth, and those living in rural areas [114, 121]. Face-to-face semi-structured interviews 
conducted among married females of reproductive age in seven villages concluded that 
contraception utilization was associated with greater exposure to family planning 
messaging and women’s empowerment, including involvement in social networks [122].  
In-depth interviews with adolescent girls found constricted autonomy regarding 
contraception use and method choice and that interpersonal relationships, societal norms, 
and access to healthcare are highly influential with regard to contraceptive decision-
making [123].  
 
Interpersonal or Relationship Determinants 
 Relationships with mothers-in-laws and husbands are the primary determinants of 
contraception use at the interpersonal level. Qualitative interviews indicate that due to 
their own experiences with childbearing, mothers-in-law are often regarded as the 
authority on reproductive health and in this role directly advise their daughters-in-law or 
indirectly dispense advise through their sons [123, 124]. Husbands are also influential in 
the decision to use contraception. A study of 300 married women in the rural district of 
Meherpur found that 53% of women had used a contraceptive method selected by their 
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husbands, thereby demonstrating the importance of engaging men in reproductive health 
education [125]. Sisters-in-laws or other female relatives were also found to provide 
information about family planning methods, however their role was more limited [124]. 
 Inter-spousal communication and joint decision-making are strong predictors of 
contraception use [114, 126], however cultural norms and traditional religious beliefs 
hinder spousal communication about family planning, particularly for young girls [119]. 
Qualitative studies have identified shyness, shame, fear of social disapproval, poor 
negotiation skills, and perception of husbands’ opposition to family planning as factors 
that hinder discussion of family planning [103, 119, 123, 124]. Wives who received visits 
from FWAs more frequently discussed family planning with their husbands [126], 
however one study found that FWAs make fewer visits to recently married couples [119].  
 Research about contraception use among nulliparous adolescent girls in 
Bangladesh is limited to two qualitative studies. One study of 30 girls found that married 
sisters, sisters-in-law, or older women frequently provided oral contraceptives on the 
girls’ wedding day, however little consideration was given to the girl’s reproductive 
intentions or whether she wanted to take the pill. Further, instructions on how to take the 
pill were limited and no attention was given to educating girls about sex or their bodies. 
In several cases, husbands were reported to have prevented their new wives from using 
contraception at first sex. Two-thirds of the young girls (n=23) in the study reported use 
of contraception before their first pregnancy, including three girls who had expressed the 
desired to get pregnant shortly after marriage and girls who had discordant fertility 
preferences with their husbands or in-laws. [124]. In both studies girls, their husbands, 
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and their in-laws sited concern about the potential side effects of contraceptives and 
misinformation that use of contraceptives before the first pregnancy may cause  infertility 
[119, 124].  
 
Community Determinants 
 The inability of young women to leave the home to obtain contraception is 
another factor that must be considered with regard to access to and use of contraception, 
especially in conservative and rural areas. Research conducted in 1992 found that 70% of 
women using oral contraceptives or condoms reported that their husbands obtained or 
assisted in obtaining the method [127]. Another study published around the same time 
found that husbands were not only instrumental in obtaining the method, but they also act 
as instructors on use of the method [128]. More recent evidence indicates that only 43.1% 
of adolescent girls are able to go to a health center alone or accompanied by children [80] 
and that husbands of adolescent girls have greater access to knowledge regarding 
contraception than girls themselves  [119]. 
 
Societal Determinants 
 Societal determinants of family planning utilization by adolescent girls in 
Bangladesh are related to health care policy and programming.  As described in detail 
earlier this Chapter, adolescent-friendly health services are a relatively new consideration 
in Bangladesh. Historically, efforts and resources were focused on children and women, 
who were considered the most disadvantaged groups based on health and mortality 
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indicators, whereas adolescents were considered healthy and therefore were not 
prioritized for health services [63].  More recently, policymakers and funders have begun 
to advocate for comprehensive sexuality education, however, Bangladesh has limited 
experience in this area. The few NGOs that provide reproductive health services to 
adolescents primarily focus on sexual and reproductive health awareness and counseling 
on puberty, rather than the full package of sexual and reproductive health services, 
including contraception information and services. Furthermore, government and NGO 
health facilities are generally viewed as “family planning clinics”, which limits 
adolescents use due to the stigma associated with young people accessing family 
planning [129].  
   
E. Pregnancy Intention and Adolescent Girls in Bangladesh  
 
 Girls are at risk for early pregnancy due to early marriage, the nearly identical age 
of marriage and first sex [80], and strong social pressure to have a child soon after 
marriage [38, 117]. Research indicates that adolescent girls have low decision-making 
autonomy with regard to childbearing and frequently defer to the fertility preferences of 
their husbands or mothers-in-law [123, 124]. Giving birth soon after marriage was 
reported to prove a wife’s value and solidity her position in her husband’s family. 
Conversely, not having a child within a few years of marriage may lead to rumors of 
infertility and raise fears that the girl’s husband will seek a new wife [119]. 
 A qualitative study of 30 married girls aged 15 to 22 years found that although 
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none of the girls wanted to remain childless, 27 wanted to delay pregnancy by a year or 
more. For approximately half the sample, the girl wanted to postpone pregnancy longer 
than her husband or his family citing the desire to continue her studies, preference to first 
become acquainted with her husband and/or his family, or concerns for maternal and/or 
child health risks associated with early childbearing. In nine out of 14 cases of discordant 
reproductive desires, the girl deferred to her husband’s preference and her first pregnancy 
occurred sooner than she had wanted. Furthermore, all 27 girls who initially wanted to 
delay pregnancy changed their minds owing to pressure from their husbands, his family, 
and the community [124].   
 The most effective strategy for preventing child marriage and reducing adolescent 
pregnancy is to keep girls in school [130-133]. In Bangladesh where education parity 
between the sexes has been achieved, keeping girls in secondary education is a better 
strategy to protect girls from early marriage than enrollment in primary education alone 
[134]. Additional strategies include female empowerment through skills and support 
networks, economic opportunities for girls and their families, educating communities 
about the benefits of education for girls, and enactment of laws and policies that 
encourage education for girls [130, 133].  
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CHAPTER 4: METHODS 
 
A. Specific Aims 
 
The overarching research question that frames my dissertation is: What are the 
factors that influence modern contraceptive use among married adolescent girls? This 
research question was guided by a mixed methods approach and the following specific 
aims and hypotheses: 
Specific Aim 1: To determine the individual, interpersonal, and health system level 
factors associated with use of modern contraception among married adolescent girls who 
are not pregnant and did not have children at the time of data collection.  My hypotheses 
for this aim were as follows: 
 Hypothesis 1: Married adolescent girls with a higher level of education are more 
likely to use modern contraception. 
 Hypothesis 2: Married adolescent girls who receive family planning services are 
more likely to use modern contraception. 
 Hypothesis 3: Married adolescent girls with greater female autonomy are more 
likely to use modern contraception. 
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Specific Aim 2: To understand the barriers and facilitators of the provision of adolescent-
friendly family planning services from the perspective of diverse family planning 
professionals, including policymakers, subject matter experts, and service providers. 
 
B. Conceptual Framework 
 
I used the Social-Ecological Model (Figure 6) to guide this research. As 
previously described, the Social-Ecological Model is a comprehensive framework for 
understanding the complex and nested relationships between societal, community, 
interpersonal, and individual factors that can be applied to understand the issues that 
influence adolescent pregnancy and the use of modern contraceptives among adolescents 
[67, 78]. Previous research about modern contraceptive use among adolescent girls 
primarily focused on the girls, failing to take into consideration the contextual influences 
of the availability, accessibility, and quality of reproductive health services [19, 64, 65, 
135-138]. For Aim 1, I used a reduced form of the Social-Ecological Model by selecting 
analytic variables that are pertinent to the individual, interpersonal, and health system 
levels, as can be accommodated by the 2014 BDHS data set. For Aim 2, I used 
qualitative methods to collect primary data at the health system level.  Research aims and 
methods are summarized in Table 4 below and described in detail in the next section. 
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Table 4: Summary of Research Methods  
Specific Aims 
Level of the 
Socio-ecologic 
Model 
Data Source Key Analytic Method(s) 
AIM 1: To determine the individual, 
interpersonal, and health system level 
factors associated with use of modern 
contraceptives among married adolescent 
girls who are not pregnant and did not have 
children during the time of data collection.   
Individual, 
Interpersonal, 
Health system 
BDHS (2014) Quantitative: 
Logistic 
regression 
AIM 2: To understand the barriers and 
facilitators of the provision of adolescent-
friendly family planning services from the 
perspective of diverse family planning 
professionals, including policymakers, 
subject matter experts, and service 
providers. 
Societal/ 
Healthcare 
System 
Key Informant 
Interviews,  
 
Focus Group 
Discussions 
Qualitative: 
Inductive 
content analysis 
of open-ended 
questions 
 
C. Quantitative Methods  
 
Specific Aim 1: To determine the individual, interpersonal, and health system level 
factors associated with use of modern contraceptives among married adolescent girls 
who are not pregnant and did not have children during the time of data collection.   
 
Data Source 
The data set for Aim 1 is the BDHS collected in 2014. BDHS is a nationally 
representative survey of population and health funded by the United States Agency for 
International Development (USAID) to support program monitoring and evaluation, and 
to inform health policy decisions. The survey uses a stratified two-stage cluster design 
based on the enumeration areas (EAs) in the 2011 Bangladesh Population and Housing 
Survey. The primary sampling units (PSUs) consisted of 600 EAs, of which 207 EAs 
were in urban areas and 393 in rural areas. Secondary sampling units consisted of 30 
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households per EA. Sampling weights are provided in the BDHS data files to ensure 
accurate representation at national, regional, and urban/rural levels [80].  
A total of 17,989 households were selected and 17,300 were interviewed for a 
response rate of 98.5%. Additionally, 17,863 ever-married women aged 15 to 49 years 
participated in an interview (out of 18,245 selected), giving a 97.9% response rate [80]. 
 
Study Sample 
My study includes nationally representative data for 641 married, sexually active, 
nulliparous adolescent girls 15 to 19 years of age who were interviewed in the 2014 
BDHS, and by self-report were not pregnant at the time of data collection.  
 
Variables 
Dependent Variable: I coded the dependent variable, modern contraceptive use, 
as a dummy variable. Adolescents using modern contraception were coded as 1 when the 
girl responded “yes” to the question, “Are you currently doing something or using any 
method to delay or avoid getting pregnant?” and her answer to the question “Which 
method are you using?” was one of the following: oral contraceptives, implant, 
injectable, IUD, condoms, and male or female sterilization. Adolescents were categorized 
as not using modern contraception and coded as 0 if she responded “no” to the first 
question above or reported use of a method not included on the list above [80].  
Explanatory Variables: Educational attainment was measured using two 
variables: highest level of education completed (no school/primary school, secondary 
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school, or higher than secondary school) and continuing education after marriage (yes or 
no). Receiving family planning services was measured as a dummy variable, with 
adolescents receiving a value of 1 if they reported a visit from a family planning field 
worker in the past six months, and 0 if she had not. Female autonomy was measured 
using five variables: girls’ involvement in decisions about her health care (yes or no); 
able to go to the healthcare center alone (yes or no); involvement in decisions about large 
household characteristics (yes or no); involvement in decisions to visit family or relatives 
(yes or no); and perception that intimate partner violence can ever be justified (yes or 
no/don’t know). For the variables related to participation in household decisions, the 
“yes” category was derived from responses that indicate the decision was made by the 
girl alone, the girl and her husband jointly, or the girl and someone else, whereas “no” 
was derived when the girl’s husband or someone else exclusively made the decision, or 
chose the “other” response option. The variable “intimate partner violence ever justified” 
was a composite variable coded as “yes” if adolescents indicated any of the following 
were acceptable reasons for a husband to physically harm his wife: burning food, arguing 
with her husband, leaving home without telling her husband, neglecting the children, or 
refusing to have sex with her husband. If the adolescent responded, “no” or “don’t know” 
to any the items above, the variable was coded as “no/don’t know”.  
Socio-demographic Covariates: Pertinent to the individual and interpersonal 
levels of the socio-ecological model, as well as reproductive health decision-making, I 
selected covariates based on prior studies about contraceptive use among women of 
reproductive age in Bangladesh. At the level of adolescent girl, I considered younger or 
  
47
older adolescents (15 to 16 years or 17 to 19 years) and currently working (yes or no). 
For reproductive knowledge and characteristics, the variables were: exposure to family 
planning messages via radio, television, print media, or a community event in the last six 
months (yes or no); knowledge of peak fertility defined as correctly identifying the 
halfway-point between two menstrual periods as the most likely time to become pregnant 
(yes or no); knowledge of menstrual regulation (yes or no); heard of emergency 
contraception (yes or no); heard of lactational amenorrhea (yes or no); age at first sex (10 
to 14 years, 15 to 16 years, or 17 to 19 years); ideal number of children (1 child, 2 
children, or 3 or more children); and ever had a pregnancy that terminated without a live 
birth—defined as: a pregnancy that miscarried, ended using menstrual regulation, was 
aborted, or ended in a stillbirth (yes or no).  
At the interpersonal level, I considered variables pertinent to the girl’s husband: 
age (19 years or younger, 20 to 24 years, 25 to 29 years, or 30 years and older); highest 
level of education completed (no school or primary school, secondary school, or post-
secondary school), and husband’s desire for children (wants fewer than wife, wants the 
same number, wants more, doesn’t know).  
At the household level, the variables I included were: rural or urban place of 
residence; wealth quintile derived by DHS through principal component analysis; and 
religion (Islam or other religion) [139]. All variables for Aim 1 are defined in Appendix 
A, including the BDHS questions, answer options, and any re-coding required to derive 
the analytic variable. 
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Statistical Analyses  
Prior to conducting the regression analyses, I conducted extensive exploratory 
analyses. I ran descriptive statistics, frequencies and percentages, for all above-listed 
variables to assess the completeness and distribution of the data. At less than 1%, the rate 
of missing data was low and only affected two variables. I used mean imputation for the 
three missing data points for the age at first sex variable, and mode imputation for the 
four missing data points in the ideal number of children variable.  
To estimate the associations of the key explanatory variables on modern 
contraception use, and adjusting for covariates, I estimated a variant of the following 
equation depending on the hypotheses 1-3 tested, separately and altogether  
                 
Here,  is the log odds of the use of modern contraception compared with no such use.  
is 1 if the log odds of using modern contraception is  > 0, or 0 elsewhere. And, 
 
where  is higher level of education, receiving family planning services, or female 
autonomy,  comprises control variables related to the adolescent,  comprises control 
variables related to the husband, and comprises variables related to the household and 
community.  
 I employed binomial multivariate logistic models using the PROC 
SURVEYLOGISTIC procedure in SAS (SAS, version 9.4, Cary, NC). All logistic 
models were adjusted for the strata (i.e., rural vs. urban), clusters (primary sampling 
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units), and woman’s individual sample weights, which were used in the complex BDHS 
sampling design to represent the population of women from which the sample was 
selected. Adjusted odds ratios are reported with 95% confidence intervals. Statistical tests 
were two tailed with a critical α of 0.05.  
Sequentially, I developed five logistic regression models to isolate and assess the 
association of modern contraception use and factors pertinent to: 1) socio-economic 
characteristics of the girl, 2) girls’ reproductive characteristics, 3) female autonomy, 4) 
characteristics of girls’ husbands, and 5) the full model, which included the variables 
from the previous four models (Table 5).  
To assess for multicollinearity among socio-demographic covariates, I tested each 
model for variable inflation factor (VIF).  Using a threshold of VIF greater than six, 
multicollinearity was not an issue in any of the models. I estimated the C-statistic, or area 
under the received operating characteristic curve (plot of sensitivity and 1-specificity), to 
assess the model fit for the full logistic regression model. A C-statistic greater than 0.70 
is considered a good model [140]. The C-statistic for the full model is 0.74, indicating 
good predictive accuracy. 
 
Table 5: Summary of Logistic Regression Models 
Model Number Model Theme 
1 Socio-Economic Characteristics of the Girl   
2 Reproductive Characteristics of the Girl 
3 Female Autonomy 
4 Husbands’ Characteristics 
5 Full Model, Inclusive of Models 1-4 
  
50
D. Qualitative Methods 
 
Specific Aim 2:  To understand the barriers and facilitators of the provision of 
adolescent-friendly family planning services from the perspective of diverse family 
planning professionals, including policymakers, educators, and service providers. 
 
Adolescent-friendly family planning is a relatively new concept in Bangladesh, 
and uptake has been slow [129]. For Aim 2, I examined the barriers and facilitators of the 
provision of adolescent-friendly family planning services in the context of the Mayer 
Hashi II project. Funded by USAID and implemented by EngenderHealth, the goal of the 
Mayer Hashi II project is to increase use of effective family planning and reproductive 
health services, with a focus on informed and voluntary use of long acting and permanent 
methods. A key component of this work is to improve access to and quality of family 
planning services by providing technical assistance and training to family planning 
providers using a training of trainers model [141]. The goals and activities of the Mayer 
Hashi II project provided a strong platform on which to conduct my research activities for 
Aim 2. 
For Aim 2, I conducted a qualitative study using a comparative framework. Data 
were collected in the high performing Khulna division where total fertility is low, and in 
low performing Sylhet division where total fertility is high. I compared findings between 
the high and low performing districts to identify differences in family planning services 
for adolescent girls, and to develop recommendations to improve service provision.  
I conducted key informant interviews (KIIs) with Officials from the Directorate 
General of Family Planning at the Bangladesh Ministry of Health and Family Welfare, 
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and with leadership from NGOs working in the area of adolescent reproductive health. 
KIIs were selected for these participants to maximize opportunities to fully explore the 
unique approaches to adolescent reproductive health programming put into practice at 
each organization represented. The barriers and facilitators that I assessed during the KIIs 
included perceived importance of family planning for married adolescent girls, 
knowledge and perceived importance of including adolescent-friendly approaches in 
family planning programming, extent to which adolescent-friendly approaches are 
incorporated into health professional training curricula, and capacity and/or resources 
available to implement trainings about adolescent-friendly family planning. 
I also conducted focus group discussions (FGDs) with family planning services 
providers, including medical officers (MOs), female welfare assistants (FWAs), and 
family welfare visitors (FWVs) in Khulna and Sylhet. Given that each type of service 
provider has the same job responsibilities, I selected FGDs as the qualitative method in 
order to encourage discussion of topics among participants. Grounded in social norms, 
and in collaboration with Mayer Hashi II project leadership, I made the decision to 
conduct separate FGDs for each health professional type. In Bangladesh, organizational 
hierarchies are strictly defined and maintained suggesting that health workers lower in the 
health system hierarchy would have been deferential and not expressed their opinions 
honestly if professionals perceived as higher in the hierarchy participated in the same 
FGD. Conducting separate FGDs for each professional promoted an equal opportunity for 
each to share their experiences and opinions. Barriers and facilitators that I examined 
included: experience providing contraception to adolescent girls, training on modern 
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contraception and working with adolescent clients, assumptions and expectations about 
adolescent girls’ reproductive intentions, and beliefs and attitudes about contraceptive use 
by adolescents and their families.  
 Semi-structured interview guides with open-ended questions and follow-up 
probes were developed with Mayer Hashi II project staff (Appendices B and C). To 
establish rapport with participants, I began the interviews with general questions about 
family planning that progressed to more specific topics. KIIs were conducted in Bengali, 
unless the participant preferred to speak in English, and FGDs were conducted in Bengali 
only. Interview recordings were transcribed and translated into English by an experienced 
research assistant with knowledge of qualitative research methods.  
Recruitment 
Participants were selected using purposive and convenience sampling[80]. KII 
participants were selected based on their knowledge of adolescent family planning 
policies and programs. FGD participants were identified based on participation in the 
family planning training conducted under EngenderHealth’s Mayer Hashi II project, and 
had at least 1 year of experience working in reproductive health.  Immediately prior to 
each KII and FGD, I confirmed that potential participants met the inclusion criteria and I 
obtained consent. KII participants were asked for their permission to audio-record the 
interview, and participants of FGDs were notified that the discussion would be recorded 
prior to consent.  I began the KIIs and FDGs immediately after obtaining consent.   
After the session, the research assistant and I discussed and summarized key 
themes. An experienced transcriptionist, who is also trained in gender studies and 
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qualitative research methodologies, translated and transcribed the recordings. I reviewed 
the transcripts and requested clarification from the transcriptionist as required. 
 
Protection of Confidentiality and Privacy  
The study protocol was reviewed and approved by the Boston University 
Institutional Review Board (IRB Number H-37504). The following steps were taken to 
prevent any potential harm to participants. KII and FGD questions were asked in a 
manner that was non-leading, non-judgmental, and respectful of the participants. 
Participants were told that there would be no punitive or negative consequences from 
any comments made during the interviews. Additionally, participants were informed that 
their participation was completely voluntary and non-participation would not lead to any 
negative consequences. Focus group participants were asked not to share who they saw 
and what they heard during the focus group sessions. The interviews and focus groups 
were conducted in private areas in order to protect the confidentiality of participants. 
Focus groups were conducted in private rooms where it was possible to close the door in 
order to prevent others from overhearing the conversation. Similarly, interviews were 
conducted in interviewees' offices' or a conference room in order to maintain privacy.   
 
Analysis 
Saturation of themes was confirmed during the analysis phase of the research. I 
used content analysis to systematically analyze and summarize the findings, and an 
inductive approach to formulate codes, code the data, revise codes, and extract key 
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themes [142]. All qualitative analyses were conducted with NVivo. The findings from 
Khulna and Sylhet were compared to assess potential factors contributing high and low 
performance with regard to family planning.  Additionally, the findings were reviewed by 
the research assistant and transcriptionist to ensure internal validity. 
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CHAPTER 5: QUANTITATIVE RESULTS  
 
A. Characteristics of Study Sample 
 
Table 6 presents the sample characteristics organized thematically by girls’ socio-
economic characteristics, their reproductive knowledge and characteristics, female 
autonomy, and husbands’ characteristics.  
Modern Contraception Use  
Two hundred and seventy girls (42.2%) reported use of modern contraception at 
the time of data collection.  
 
Girls’ Socio-Economic Characteristics 
 The majority of girls resided in rural areas (67.9%). For the wealth indicator the 
percent of girls by quintile is as follows: 44.4% of girls were in the rich or richest 
quintiles, 22.9% were in the middle quintile, and 32.7% were in the poor or poorest 
quintiles. The percent of adolescents per quintile ranges from 14.4% to 25.1% and the 
higher wealth quintiles contain more adolescents. This observation is consistent with 
selecting nulliparous girls, given that early childbearing is more common among girls 
with less familial wealth. Most identified their religion as Islam (93.0%) and were older 
adolescents aged 17 to 19 years (62.1%). With regard to education, 62.4% of adolescents 
graduated from secondary school and 26.4% continued their education after marriage. 
Approximately 12% were employed at the time of data collection.  
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Reproductive Characteristics of the Girl 
 Approximately one quarter (27.8%) of girls reported exposure to family planning 
messages in the previous month and 9.0% received a visit from a FP worker in the last six 
months. Twenty percent of girls could correctly identify the timing of peak fertility 
during the menstrual cycle. The majority of the sample had not heard of menstrual 
regulation (65.5%), emergency contraception (87.8%), or lactational amenorrhea 
(94.2%). Regarding age at first sex, 22.3% of girls were 10 to 14 years of age, 41.3% 
were aged 15 to 16 years, and 36.3% were 17 to 19 years. The majority of girls had a 
preference to have two children (80.3%) and did not have a pregnancy that terminated 
without a live birth (92.7%).  
 
Female Autonomy 
 Responses to a series of questions indicated low to moderate female autonomy. 
Among the sample, 40.6% reported involvement in their own healthcare decisions, 31.7% 
were able to visit the healthcare center alone, 30.3% were involved in decisions about 
large household purchases, and 33.9% participated in decisions about travelling to visit 
family members or relatives or made the decision independently. The majority of girls 
(72.2%) indicated that intimate partner violence was not justified.  
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Husbands’ Characteristics 
 Husbands ranged in age from 16 to 55 years. Ninety-one percent of husbands 
were older than their adolescent wives, with most aged 20 to 24 years (36.5%) or 25 to 29 
years (37.3%). The highest level of educational attainment for most husbands was 
secondary school (47.7%), followed by no school or primary school (33.5%), and higher 
education (18.7%). A greater percentage of girls had completed secondary or higher 
levels of education compared to husbands (77.4% of girls versus 66.4% of husbands). 
The majority of husbands wanted the same number of children as their wives (84.7%), 
while 4.7% wanted more children than their wives, 4.4% wanted fewer, and 6.2% didn’t 
know. 
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Table 6: Characteristics of Study Sample Overall and by Use of Modern 
Contraception  
          
  Total 
Modern 
method 
No/Traditional 
method 
  N % N % N % 
  Total 641 100.0% 270 42.2% 371 57.9% 
Socio-economic Characteristics 
of the Girl   
  Type of place of residence   
  Urban 206 32.1% 101 37.4% 105 28.3% 
  Rural 435 67.9% 169 62.6% 266 71.7% 
  Wealth quintile   
  Poorest 92 14.4% 29 10.7% 63 17.0% 
  Poorer 117 18.3% 47 17.4% 70 18.9% 
  Middle 147 22.9% 52 19.3% 95 25.6% 
  Richer 161 25.1% 76 28.1% 85 22.9% 
  Richest 124 19.3% 66 24.4% 58 15.6% 
  Religion   
  Islam 596 93.0% 252 93.3% 344 92.7% 
  Other  45 7.0% 18 6.7% 27 7.3% 
  Age   
  
Younger Adolescent (15 to 
16 years) 243 37.9% 113 41.9% 130 35.0% 
  
Older Adolescent (17 to 19 
years) 398 62.1% 157 58.1% 241 65.0% 
  Highest education level   
  None/Primary school 145 22.6% 53 19.6% 92 24.8% 
  Secondary school 400 62.4% 165 61.1% 235 63.3% 
  
Higher than secondary 
school 96 15.0% 52 19.3% 44 11.9% 
  Education after marriage   
  No 472 73.6% 169 62.6% 303 81.7% 
  Yes 169 26.4% 101 37.4% 68 18.3% 
  Currently working   
  No 562 87.7% 233 86.3% 329 88.7% 
  Yes 79 12.3% 37 13.7% 42 11.3% 
Reproductive Characteristics of 
the Girl   
  Exposed to FP messages    
  No 463 72.2% 184 68.1% 279 75.2% 
  Yes 178 27.8% 86 31.9% 92 24.8% 
  
Visited by FP worker in past 6 
months   
  No 583 91.0% 340 91.6% 243 90.0% 
  Yes 58 9.0% 31 8.4% 27 10.0% 
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  Knows timing of peak fertility   
  No 510 79.6% 204 75.6% 306 82.5% 
  Yes 131 20.4% 66 24.4% 65 17.5% 
  Heard of menstrual regulation    
  No 420 65.5% 159 58.9% 261 70.4% 
  Yes 221 34.5% 111 41.1% 110 29.6% 
  
Heard about emergency 
contraception    
  No 563 87.8% 223 82.6% 340 91.6% 
  Yes 78 12.2% 47 17.4% 31 8.4% 
  
Heard of lactational amenorrhea 
method    
  No 604 94.2% 248 91.9% 356 96.0% 
  Yes 37 5.8% 22 8.1% 15 4.0% 
  Age at first sex   
  10 -14 years 143 22.3% 47 17.4% 96 25.9% 
  15-16 years  265 41.3% 119 44.1% 146 39.4% 
  17-19 years  233 36.3% 104 38.5% 129 34.8% 
  Ideal Number of Children   
  1 child 78 12.2% 34 9.2% 44 16.3% 
  2 children 515 80.3% 299 80.6% 216 80.0% 
  3 or more children 48 7.5% 38 10.2% 10 3.7% 
  
Pregnancy that terminated 
without a live birth    
  No 594 92.7% 332 89.5% 262 97.0% 
  Yes 47 7.3% 39 10.5% 8 3.0% 
Female Autonomy   
  
Involved in decisions about her 
healthcare   
  No 381 59.4% 163 60.4% 218 58.8% 
  Yes 260 40.6% 107 39.6% 153 41.2% 
  
Able to go to healthcare center 
alone   
  No 438 68.3% 176 65.2% 262 70.6% 
  Yes 203 31.7% 94 34.8% 109 29.4% 
  
Involved decisions about large 
household purchases   
  No 447 69.7% 175 64.8% 272 73.3% 
  Yes 194 30.3% 95 35.2% 99 26.7% 
  
Involved in decisions to visit 
family/relatives   
  No 424 66.1% 172 63.7% 252 67.9% 
  Yes 217 33.9% 98 36.3% 119 32.1% 
  
Intimate Partner Violence Ever 
Justified   
  No 463 72.2% 200 74.1% 263 70.9% 
  Yes 178 27.8% 70 25.9% 108 29.1% 
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Husbands' Characteristics   
  Husband's Age   
  19 years or less 56 8.7% 24 6.5% 32 11.9% 
  20-24 years 234 36.5% 120 32.3% 114 42.2% 
  25-29 years 239 37.3% 152 41.0% 87 32.2% 
  30 years or greater 112 17.5% 75 20.2% 37 13.7% 
  
Husband's highest education 
level   
  None/Primary 215 33.5% 143 38.5% 72 26.7% 
  Secondary 306 47.7% 176 47.4% 130 48.1% 
  Higher 120 18.7% 52 14.0% 68 25.2% 
  Husband's desire for children   
  Husband wants same number 543 84.7% 313 84.4% 230 85.2% 
  Husband wants more 30 4.7% 22 5.9% 8 3.0% 
  Husband wants fewer 28 4.4% 11 3.0% 17 6.3% 
    Don't know 40 6.2% 25 6.7% 15 5.6% 
 
 
B. Findings 
 
Table 7 presents the results of five logistic regression models developed 
sequentially to assess and isolate the effects of the variables pertinent to my three 
hypotheses: girls’ education in the Socio-Economic Characteristics (Model 1), receipt of 
family planning services in the Reproductive Characteristics of the Girl (Model 2), 
Female Autonomy (Model 3), Husbands’ Characteristics (Model 4), and a report of the of 
the Full Model (Model 5). I tested Hypothesis 1 using Models 1 and 5; Hypothesis 2 
using Models 2 and 5; and Hypothesis 3 using Models 3 and 5. Model 1 includes female 
education indicators along with the socio-demographic control variables, which are 
thematically salient to female education. Model 2 includes an indicator for access to FP 
services along with the socio-demographic control variables that are thematically salient 
to access to FP services. Model 3 includes female autonomy indicators. Model 5 includes 
all the key explanatory variables along with the full set of socio-demographic controls. 
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Model 4 was employed not to test a hypothesis, but to assess the association between 
girls’ modern contraceptive use and husbands’ characteristics by way of assessing the 
significance of controlling for those characteristics in the Full Model (Model 5).   
 
Hypothesis 1: Married adolescent girls with a higher level of education are more likely 
to use modern contraception.  
 
One indicator of female education provided support for Hypothesis 1. Modern 
contraceptive use was strongly associated with girls continuing their education after 
marriage (Model 5: OR=2.98, 95% CI=1.57–5.66). However, the highest level of 
educational attainment was not associated with contraceptive use in Models 1 or 5. Of the 
socio-demographic covariates I considered, girls were more likely to use modern 
contraception if their families were in the “richest” wealth quintile (Model 5: OR=2.65, 
95% CI 1.23–5.70), compared to those in the “poorest” wealth quintile—however, this 
finding was not significant for other wealth quintiles. Furthermore, younger adolescent 
girls aged 15 to 16 years were less likely to use contraceptives than older adolescents 
aged 17 to 19 years (Model: 5 OR=.36, 95% CI=0.21–0.62), however, this was not 
significant in Model 2. The socio-economic characteristics reflected in Model 1 indicate 
that girls who were employed at the time of data collection were more likely to use a 
modern method (Model 1: OR=1.83, 95% CI=1.08–3.10), however this variable fell short 
of significant in the full model. 
Hypothesis 2: Married adolescent girls who receive family planning services are more 
likely to use modern contraception.  
Contrary to expectations, girls who were visited by a family planning worker in 
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the last six months were not more likely to use contraception than other girls (Model 5 
OR=1.13, 95% CI 0.55–2.32). Among the socio-demographic controls, the odds of using 
a modern method were greater for girls who had sex for the first time between 15 to 16 
years of age (Model 5: OR=2.29, 95% CI=1.23–4.26) and between the ages of 17 and 19 
years (Model 5: OR=4.53, 95% CI=2.16–9.49), compared to girls who became sexually 
active between the ages of 10 and 14. Compared to girls who wanted one child, the odds 
of contraceptive use decreased for girls whose ideal number of children was two (Model 
5: OR=0.46, 95% CI=0.21-0.99) or three or more children (Model 5: OR=0.16, 95% 
CI=0.05-0.48). Furthermore, girls with a pregnancy that terminated without a live birth 
were significantly less likely to use contraception (Model 5: OR=0.34, 95% CI 0.13– 
0.87). In Model 5, awareness of emergency contraception was associated with greater use 
of modern contraception (OR=1.99, 95% CI 1.03–3.82)—however, this variable fell just 
short of significant in Model 2 (OR=1.86, 95% CI 0.96-3.59). For all other reproductive 
characteristics, significance was the same in Models 2 and 5.   
 
Hypothesis 3: Married adolescent girls with greater participation in household decision 
making are more likely to use modern contraception.  
Girls’ involvement in decisions about large household purchases has significant 
association with modern contraceptive use (Model 3: OR=1.80, 95% CI=1.06-3.07) in the 
model that only includes the female autonomy variables. However, among the indicators 
of female autonomy collected by BDHS, none were significant in the full model (Model 
5). This finding may indicate that other female characteristics, such as continuing 
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education after marriage or age at first sex, are more robustly associated with modern 
contraceptive use.    
 
Husbands’ Characteristics 
 Two characteristics of girls’ husbands were significant in the full model (Model 
5). In comparison to girls married to partners less than 19 years of age, girls married to 
husbands 30 years of age or greater are less likely to use contraception (OR=0.27, 95% 
CI=0.11–0.65). Additionally, when husbands preferred fewer children than their 
adolescent wives, the couple was more likely to use a modern contraceptive method 
(Model 5: OR=3.07, 95% CI=1.17–8.09). In Model 4, which only includes husbands’ 
characteristics, higher educational attainment for husbands was associated with modern 
contraceptive use. Compared to husbands with no education or primary education only, 
girls married to men who had completed secondary school (Model 4: OR=1.75, 95% 
CI=1.17–2.63) or higher than secondary school (Model 4: OR=2.92, 95% CI=1.70–5.02) 
were more likely to use a contraceptive method. In the full model, however, husbands’ 
education level was not significant, suggesting that female characteristics—such as 
education after marriage—are stronger correlates of contraceptive use. 
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Table 7: Logistic Regression Models Investigating Factors that Influence the Use of Modern Contraception among 
Adolescent Girls, OR (95% CI) 
      Model 1 Model 2 Model 3 Model 4 Model 5 
Socio-economic 
Characteristics of the Girl 
    
  
  Type of place of 
residence: Urban vs. 
Rural 
1.23 (0.75, 2.01) 
   
0.98 (0.58, 1.67) 
  Wealth quintile 
(ref=Poorest) 
    
  
  
 
Poorer  1.37 (0.72, 2.60) 
   
1.43 (0.69, 2.98) 
  
 
Middle  1.15 (0.58, 2.29) 
   
1.22 (0.57, 2.60) 
  
 
Richer  1.54 (0.77, 3.06) 
   
1.49 (0.68, 3.26) 
  
 
Richest  2.05 (1.07, 3.90) 
   
2.65 (1.23, 5.70) 
  Religion: Islam vs. Other 0.75 (0.32, 1.76) 
   
0.84 (0.34, 2.05) 
  Age: Younger vs. Older 
Adolescence 
0.66 (0.43, 1.01) 
   
0.36 (0.21, 0.62) 
  Highest Education Level 
(ref: None/Primary 
school) 
    
  
  
 
 Secondary school 0.78 (0.48, 1.27) 
   
0.62 (0.36, 1.08) 
  
 
 Higher than 
Secondary school 
1.05 (0.44, 2.51) 
   
0.57 (0.23, 1.44) 
  Education after marriage: 
Yes vs. No 
3.54 (1.94, 6.45) 
   
2.98 (1.57, 5.66) 
  Currently working: Yes 
vs. No 
1.83 (1.08, 3.10) 
   
1.65 (0.89, 3.04) 
Reproductive 
Characteristics of the Girl 
    
  
  Exposure to FP messages: 
Yes vs. No 
 
0.97 (0.60, 1.56) 
  
1.05 (0.62, 1.78) 
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  Pregnancy that terminated 
without a live birth: Yes 
vs. No 
 
0.24 (0.09, 0.64) 
  
0.34 (0.13, 0.87) 
  Knows timing of peak 
fertility: Yes vs. No 
 
1.34 (0.84, 2.15) 
  
1.18 (0.70, 2.00) 
  Heard of menstrual 
regulation: Yes vs. No 
 
1.28 (0.82, 2.00) 
  
1.05 (0.64, 1.73) 
  Heard about emergency 
contraception: Yes vs. No 
 
1.86 (0.96, 3.59) 
  
1.99 (1.03, 3.82) 
  Heard about lactational 
amenorrhea method: Yes 
vs. No 
 
2.23 (0.92, 5.40) 
  
1.63 (0.72, 3.71) 
  Age at first sex (ref=10-
14 years) 
    
  
  
 
15-16 years  
 
1.80 (1.10, 2.94) 
  
2.29 (1.23, 4.26) 
  
 
 17-19 years  
 
1.92 (1.09, 3.39) 
  
4.53 (2.16, 9.49) 
  Ideal Number of Children 
(ref=1 child) 
    
  
  
 
2 children 
 
0.44 (0.23, 0.84) 
  
0.46 (0.21, 0.99) 
  
 
3 or more children 
 
0.14 (0.05, 0.38) 
  
0.16 (0.05, 0.48) 
  Visited by FP worker in 
past 6 months: Yes vs. No  
 
1.34 (0.66, 2.74) 
  
1.13 (0.55, 2.32) 
Female Autonomy 
    
  
  Involved in decisions 
about her healthcare: Yes 
vs. No 
  
0.79 (0.48, 1.31) 
 
0.86 (0.53, 1.40) 
  Able to go to healthcare 
center alone: Yes vs. No 
  
1.32 (0.89, 1.94) 
 
1.19 (0.74, 1.89) 
  Involved decisions about 
large household 
purchases: Yes vs. No 
  
1.80 (1.06, 3.07) 
 
1.62 (0.93, 2.83) 
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  Involved in decisions to 
visit family/relatives: Yes 
vs. No 
  
0.96 (0.56, 1.66) 
 
0.96 (0.55, 1.65) 
  Intimate Partner Violence 
Ever Justified: Yes vs. No 
  
0.93 (0.61, 1.42) 
 
0.77 (0.47, 1.25) 
Husbands' Characteristics 
    
  
  Husbands Age (ref=19 
years or less) 
    
  
  
 
20-24 years 
   
0.74 (0.39, 1.43) 0.67 (0.31, 1.46) 
  
 
25-29 years  
   
0.54 (0.28, 1.04) 0.46 (0.21, 1.02) 
  
 
30 years or greater  
   
0.25 (0.11, 0.55) 0.27 (0.11, 0.65) 
  Husband's highest 
education level (ref= 
None/Primary) 
    
  
  
 
Husband's Education 
Secondary 
   
1.75 (1.17, 2.63) 1.22 (0.73, 2.02) 
  
 
Husband's Education 
Higher 
   
2.92 (1.70, 5.02) 1.18 (0.59, 2.33) 
  Husband's desire for 
children (ref=Husband 
wants same number) 
    
  
  
 
Husband wants fewer 
   
1.99 (0.73, 5.39) 3.07 (1.17, 8.09) 
  
 
 Husband wants 
more 
   
0.65 (0.24, 1.75) 0.49 (0.15, 1.56) 
     Don't know       0.93 (0.43, 1.98) 0.78 (0.34, 1.81) 
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C. Discussion 
 
Since winning independence in 1971, the fertility rate in Bangladesh has declined 
sharply from 6.9 births per woman to 2.3—however, despite this decrease, Bangladesh 
ranks second in the world for the greatest number of births among adolescent girls [1]. 
This study provides insight into factors associated with sexually active, married, 
nulliparous adolescent girls’ use of modern contraception as related to: socioeconomic 
characteristics of girls and their husband, girls’ reproductive knowledge and behaviors, 
and female autonomy. Contrary to the study hypothesis, the use of modern contraception 
was not associated with a visit from a family planning worker in the previous six months. 
In the six months prior to data collection, only 9% of the girls in the study sample had 
received a visit from a family planning worker. Irrespective of parity, data from BDHS 
indicate that 19.5% of married girls aged 15 to 19 years were visited by a family planning 
field worker compared to 22.5% of girls 20 to 24 years of age and 22.3% of girls aged 25 
to 29 years [80]. Furthermore, field workers gave adolescents a contraceptive method 
14.5% of the time, compared to 20.8% and 29.0% of the time for women aged 20 to 24 
and 25 to 29, respectively [80]. During in-depth interviews conducted in Bangladesh, 
health workers revealed that they discourage contraceptive use by newly married couples 
before their first child, explaining their perception that contraceptive use among 
nulliparous girls is a risk to the mother’s future fertility [119]. My findings, taken in 
context with the literature, suggest that health workers in Bangladesh require training on 
the side effects of contraception and the importance of family planning for adolescent 
girls, regardless of parity.     
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Continuing education after marriage was strongly associated with use of modern 
contraception; however, the study hypothesis that girls with more education would be 
more likely to use family planning was not supported by the data. Given that many 
Bangladeshi girls withdraw from school at the time of marriage [143], girls’ highest level 
of educational attainment may reflect when she was married rather than favorable 
attitudes for female education, possibly explaining why that variable was not associated 
with contraceptive use. Continuing education after marriage, however, likely reflects 
favorable attitudes toward female education among the adolescents themselves, as well as 
their husbands and in-laws. Ad hoc Chi Square tests on the study sample’s socio-
demographic characteristics and continuing education after marriage (using PROC 
SURVEYFREQ and accounting for sample weights), indicate that girls who continued 
their education after marriage were more likely to be married to husbands with higher 
educational attainment (p<.0001) and to have greater familial wealth (p<.0.0073). 
However, there was no association with religion, husband’s age, or place of residence. 
An ethnographic study of women’s empowerment found that although social and 
economic pressures hindered empowered mothers from delaying their daughter’s 
marriage, the same mothers encouraged their married daughters to continue their 
education, pursue economic opportunities, or delay childbearing after marriage. Some 
husbands with less education expressed fear that their wives would leave them for 
someone else and therefore sought to impregnate their wives as a means to secure the 
relationship [144]. This asserts that girls with educated husbands may have more 
opportunities to continue their own education. 
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The association between modern contraceptive use and continuing education after 
marriage and older age at first sex may have important implications for anti-early 
marriage efforts in Bangladesh. Child marriage, a human rights violation and well-
documented problem in Bangladesh [38], is associated with higher fertility, greater risk 
of intimate partner violence [108], and increased morbidity and mortality for adolescent 
mothers and their babies, [38, 109, 116, 117]. While ending child marriage in Bangladesh 
is a key strategy to preventing early childbearing, these findings may indicate that 
delaying the age of marriage by a few years can increase contraceptive use, thereby 
reducing adolescent pregnancy. While efforts to end child marriage are of utmost 
importance, this study also suggests that in the context of early marriage, keeping girls in 
school after marriage may be a secondary strategy to increase contraceptive use and 
therefore prevent early childbearing.  
Contrary to the study hypothesis, the measures of female autonomy collected by 
BDHS were not associated with modern contraceptive use in the full model. While girls’ 
involvement in decision-making regarding large household purchases was significant in 
the female autonomy model, it was not significant in the full model, indicating that other 
factors are more influential. A cross-sectional study of married, non-pregnant 
Bangladeshi women aged 15 to 40 years that used the BDHS measures of female 
autonomy concluded that women’s involvement in household decision-making was 
significantly associated with contraceptive use. However, the mean age of the women in 
the sample was 27.2 years, and their mean number of living children was 2.1, suggesting 
that factors influencing contraceptive use for nulliparous adolescents are different [145]. 
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Furthermore, a study that analyzed DHS data from Bangladesh, India, and Nepal 
concluded that women’s participation in household decision-making increases with age, 
education, and cash earnings [146], signifying that the DHS measures of female 
autonomy are less relevant for adolescents girls and may not be an appropriate proxy for 
healthcare decisions, such as contraceptive use. 
In this study, justification of intimate partner violence was not associated with 
contraceptive use among adolescent girls when adjusted for factors pertinent to 
reproductive knowledge and behaviors in the full model. Previous research on 
contraceptive use in the context of intimate partner violence in Bangladesh has been 
inconclusive. One study of spousal abuse conducted in Bangladesh found that women 
experiencing abuse were significantly less likely to use contraception compared to non-
abused women [147]. In contrast, Bangladeshi women who strongly reject justification of 
physical abuse [148] and those experiencing physical violence [149] were more likely to 
use a contraceptive method. Research using survey data from Bangladesh and Nepal 
found that marital violence was associated with sterilization and pill use, suggesting 
women may be more likely to seek methods that do not require male cooperation [150]. 
However, each of these studies included women of variable ages and parity. For 
nulliparous adolescent girls, lack of modern contraceptive use in the context of intimate 
partner violence may be subject to additional factors such as: familial and community 
level expectations for couples to have a child soon after marriage, limited access to 
information about family planning, and fewer opportunities to obtain methods. 
 The girls in the study sample had limited reported exposure to family planning 
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messaging and incomplete knowledge of reproductive health and contraceptive methods. 
Awareness of emergency contraception was associated with method use—however, 
awareness of other methods and knowledge of peak fertility timing were not. In contrast, 
a community-based cross-sectional study conducted in Bangladesh found that 89% of 
married women of childbearing age had knowledge of family planning methods, and 
health workers were the main source of this information [151]. These findings suggest a 
need to focus family planning educational efforts on adolescent girls, who are known to 
be at greater risk for mistimed pregnancies compared to women of other ages.  
Husbands’ preference for fewer children than their wives was strongly associated 
with modern contraceptive use. This finding is consistent with previous research, which 
found that the decision to use contraception and method selection are traditionally made 
by husbands [119, 124, 125]. Furthermore, cultural norms and traditional religious beliefs 
hinder spousal communication about family planning, particularly for married girls [119]. 
Shyness, shame, fear of social disapproval, poor negotiation skills, and perception of 
husbands’ opposition to family planning curb discussion of family planning, often times 
leaving husbands to make decisions about contraception [103, 119, 123, 124].  
Furthermore, adolescent girls married to husbands aged 30 years or greater were 
less likely to use family planning, whereas a husband’s level of education was not 
significant in the full model. In contrast, a study of Bangladeshi females 15 to 49 years of 
age found the opposite—that higher academic achievement for husbands was associated 
with contraceptive use [152]. However, this study did not consider girls who continued 
education after marriage, which may be more strongly associated with contraceptive use 
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for adolescents.  Spousal age difference did not meet the threshold for significance [152]. 
These findings underscore the importance of educating husbands on the benefits of 
family planning and the risks of early childbearing. 
This study has several limitations. While there are many advantages of working 
with secondary data, including cost and time savings, BDHS is subject to the limitations 
of any cross-sectional survey. Specifically, causality cannot be assumed and trends or 
changes overtime cannot be detected. Responses to BDHS are self-reported and therefore 
susceptible to participation, recall, and social desirability biases. The BDHS Women’s 
Questionnaire, which asks about sexual activity, fertility, and contraceptives, is not 
administered to adolescent girls less than 15 years of age or unmarried females of any 
age. As a result, these findings may not be generalizable to those segments of the 
population. Furthermore, many of the explanatory variables used in my analyses are not 
likely to be exogenous. Reproductive health knowledge, access, and behaviors are 
endogenous, or predetermined by factors such as age, social economic status, and 
education, and maybe confounded with unknown variables. 
 
D. Conclusion 
 
Understanding factors that influence modern contraceptive use among nulliparous 
adolescent girls is prerequisite to informing strategies for delaying age of first pregnancy 
in Bangladesh. This study indicates family planning field workers infrequently visit 
nulliparous adolescent girls, and that visits from field workers are not associated with use 
of modern contraception. Furthermore, girls’ knowledge of reproductive health and 
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contraceptive methods is limited. As the government of Bangladesh continues to 
strengthen family planning services for adolescent girls, these findings highlight a 
potential need to train health workers on the benefits of providing family planning 
information and methods to nulliparous adolescents as well as strategies. The strong 
influence of husbands in deciding whether to use modern contraception additionally 
suggests husbands should also be engaged in educational efforts. Additionally, to support 
targeted strategies or interventions, these findings provide insights into characteristics of 
girls who are at the greatest risk of early childbearing. 
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CHAPTER 6: QUALITATIVE RESULTS 
 
 
A. Participants 
 
 The objective of this qualitative research was to identify facilitators and barriers 
of family planning service provision for adolescent girls in Bangladesh from the 
perspective of frontline family planning service providers and public health professionals 
working in the area of family planning at the Ministry of Health and non-governmental 
organizations. I conducted KIIs and FGDs with a total of 69 individuals (N=60 FGD 
participants, 9 KII participants). Of the nine KII participants, two were family planning 
professionals working at the Bangladeshi Ministry of Health and Welfare (one male and 
one female), and seven (four males and three females) were directors or subject matter 
experts employed by NGOs specializing in family planning (Table 8).  
Table 8: Key Informant Interview Participants 
Participants by Organization Type Participants (n) 
Ministry of Health and Welfare 2 
Non-Governmental Organization Representative 7 
Total 9 
 
A total of 12 FGDs were conducted, half in Sylhet and half in Khulna with equal 
numbers of participants in the two divisions (Table 9).  A total of 60 health workers 
participated in the FGDs, including medical officers (MOs n=12), FWVs (n=24), and 
FWAs (n=24). Consistent with the professional requirements, all FWVs and FWAs were 
female.  Among the 12 MOs, four were female. Three MOs participated in each FGD and 
six FWVs and FWAs participated in each session. 
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Table 9: Focus Group Discussion Participants  
Participants  
Khulna Sylhet Total 
Focus Group 
Discussions 
(n) 
Participants 
(n) 
Focus 
Group 
Discussions 
(n) 
Participants 
(n) 
Focus 
Group 
Discussions 
(n) 
Participants 
(n) 
Medical 
Officers 2 6 2 6 4 12 
Family 
Welfare 
Assistants  
2 12 2 12 4 24 
Family 
Welfare 
Visitors 
2 12 2 12 4 24 
Total 6 30 6 30 12 60 
 
 
B. Findings 
 
 
My analyses of the qualitative data collected from KIIs and FGDs identified 
facilitators and barriers to the provision of modern contraception at all levels of the social 
ecological model [67] from the perspective of FP program developers, implementers, and 
health workers.  Below, I present my findings in alignment with the social ecological 
model, which served as the organizing structure for the KII and FGD formats: 1) health 
policy factors. 2) health system factors; 3) community factors; 4) interpersonal personal 
factors; and 5) individual factors. Given my stated research focus on the health system, I 
present the findings from macro to micro level of the social ecological model. 
Additionally, I compare findings between the high and low performing divisions (Khulna 
and Sylhet, respectively) throughout the chapter.  It should be noted, however, that family 
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planning policies are applied at the national level, therefore these findings apply to 
Khulna and Sylhet with no differences between the two divisions 
 
1. Health Policy Level Facilitators and Barriers of Contraception Provision 
 
Adolescent sexual and reproductive health policies are developed with a deliberate 
focus on acceptability to a broad range of stakeholders, including the general public. 
 Interviewees from the Ministry of Health and collaborating NGOs discussed the 
development and evolution of reproductive health policy and programming for 
adolescents. In 2006, the Government of Bangladesh established the Adolescent 
Reproductive Health Strategy [153]. One NGO representative who was involved in these 
early efforts described the importance of stakeholder engagement. Informed by an 
initially unsuccessful effort in Nepal to incorporate adolescent reproductive health 
services into public health programming, emphasis was placed on engaging government 
officials, NGOs, and international funders such as UNICEF, UNFPA, and WHO. To 
increase the likelihood that the plan would be implemented with broad support across the 
government, the Ministry of Health and Family Welfare formed and led an inter-
ministerial committee, with participation from the Ministries of Youth, Education, Social 
Welfare, Women and Children Affairs, and Public Administration.  
“The committee was founded in 2003 and the strategy came out in 2006. I had to 
wait for three years…At first, there was no capacity to understand this 
[adolescent reproductive health]. I had to wait and try to sell my ideas, and I 
tried to develop ownership form the government...It took time—three years—but, I 
think it was a worthy effort.” – NGO Representative, Dhaka 
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 Building upon the 2006 Strategy, the National Plan of Action for Adolescent 
Sexual and Reproductive Health was implemented in 2013 [154]. Most recently, the 
2017-2030 National Strategy for Adolescent Health [106] was adopted to support 
achievement of WHO’s Sustainable Development Goals. An expert on adolescent health 
at the Ministry of Health reflected on the current National Strategy. 
“Aligned with these global issues, Bangladesh has also developed several 
policies, activities, and rules regarding adolescent health services…Already we've 
developed and updated, [the] National Strategy for Adolescent Health—that is for 
2017 to 2030—giving emphasis on four focal areas: sexual reproductive health, 
violence against adolescents, nutrition, and mental health, including drug 
abuse…[As for the] National Plan of Action for Adolescent Health 2017-2030 
Strategy, now we are in the process of finalization and approval by the Ministry.”  
– MOH Representative, Dhaka 
 
 
 Furthermore, an individual from the Ministry of Health specified a new focus on 
promoting use of modern contraception among newly married couples.  
“Previously, we did not give emphasis to awareness [of modern contraception] 
before first pregnancy for newlyweds, we were limited only to condoms. But 
[now] we can give the low dose oral pill and implants now. We are insisting on 
giving information through our service providers to make them [newlyweds] 
aware or encourage them to take family planning methods. They [newlyweds] 
thought that it is not good to take any method before first pregnancy.” – MOH 
Representative, Dhaka  
 
 
One interviewee reflected on the influence of social conservatism (see Chapter 3 
for a description of the socio-cultural characteristics that influence modern contraception 
use in Bangladesh) in developing the 2017-2030 National Strategy for Adolescent Health, 
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including sentiment that moving too swiftly could result in public rejection of family 
planning for young people. 
“We are very conservative society. We don't want to speak out a lot, even when 
we design policies or the new strategies. If you see the title, National Strategy for 
Adolescent Health, it is basically Adolescent Sexual Reproductive Health, but they 
strategically did not to put that word [sexual] in the heading, but these strategies 
will be there. Our approach is to go soft, to go slowly with the society.”  – NGO 
Representative, Dhaka 
 
 
Some of WHO’s standards for adolescent-friendly health services have been 
incorporated into adolescent sexual and reproductive health policies and programs. 
 
 Interviewees from the Ministry of Health discussed their efforts to incorporate 
WHO’s standards for adolescent-friendly health services (as articulated in Chapter 2) into 
strategies and policies related to service provision, while NGO representatives discussed 
the topic relative to program development and implementation. Specifically, as 
recommended by WHO, the Ministry of Health collects feedback and recommendations 
from adolescents, and trains service providers on the importance of confidentiality. The 
Ministry of Health and NGO representatives also discussed their efforts to train service 
providers on confidentiality, as well as ensuring that facility spaces used by adolescents 
are clean and comfortable.  Health workers participating in the FGDs also described 
principles of confidentiality, thus confirming their understanding and providing evidence 
that trainings have incorporated principles of confidentiality.  
“Now, in each and every program, we include two, three or four adolescent, both 
girls and boys, to share with us to give their opinion.  We are giving emphasis to 
their recommendations to us… [We have] involvement of adolescents in 
decision-making on policy making issues.” – MOH, Dhaka 
 
“We are following WHO guidelines, that is how it will be adolescent-friendly. It is 
one of the criteria to make issues confidential. So, we tell the adolescent service 
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providers to ensure the adolescents’ information will not be disclosed to others. 
They make sure, they give assurance that information will not be disclosed to 
others. We keep their [adolescents’] health information record and mobile 
number contact for government use only. Not to disclose other people.” – MOH, 
Dhaka 
 
“We take several steps to make [services] adolescent-friendly. First of all, we 
have an 'Adolescent Friendly Health Services Corner' [program name]. Also, 
through the available resources, structure of the facility, and service provision. 
We have a separate space for them [adolescents]…the waiting room is 
comfortable with electric fan and drinking water. To make contact with the 
service provider comfortable, the service provider is trained to become friendly to 
them [when providing]…advice, counseling or services.” – NGO Representatives, 
Dhaka 
 
 
Contrary to WHO’s standards for adolescent-friendly health services, unmarried 
adolescents are not eligible for public family planning services in Bangladesh.  
While reproductive health policy in Bangladesh now includes a focus on married 
adolescents, unmarried adolescents are not eligible to receive contraceptive services. 
Interviewees at the Ministry of Health explained that policy allows unmarried adolescents 
receive information about family planning, however they are not eligible for 
contraceptive methods. While health workers are able to provide information about 
family planning methods, discussion of sex and contraception are taboo, particularly for 
young unmarried girls. Religious beliefs and political will were cited as the reasons for 
prohibiting unmarried adolescents from accessing contraceptive services. 
“We give information on family planning to adolescents, but methods are only for 
married adolescents. Family planning services [methods] for married 
adolescents, but information and advice to all adolescents.” – MOH 
Representative, Dhaka 
 
“The policy adoption of the government, as we are Muslim country, that is 
another factor. Religious barriers and political issues also. All politicians honor 
the majority of the people.”  – MOH Representative, Dkaha 
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Health policy prohibiting provision of contraceptives to unmarried adolescents puts 
girls at risk for early and unwanted pregnancy.  
 
Given that unmarried adolescents are not eligible for contraceptive services and 
newly married couples are expected to consummate their marriage on the night of the 
wedding, the health system fails to provide contraceptive methods when they are most 
needed– when young people become sexually active. As a result, adolescent girls are at 
risk of early or unwanted pregnancies.   
 “[The] majority of the girls are getting married. She comes from school, 
someone sees her the next day, and she's married. So, there is the large gap in our 
country that when you are unmarried, you are uninformed of these [FP] services. 
…And the next you are married, you are expected to be fully knowledgeable and 
informed about how you do sexual negotiation or your [contraceptive] 
options...So, it's very sharp and there is the biggest challenge on sexual 
reproductive health of adolescents."  – NGO Subject Matter Expert, Dhaka 
 
“Once you are married, sexual union is expected on the very [first] night and 
mostly, they [girls] do not also know about how pregnancy happens. You have to 
know that, then you can prepare yourself to prevent it. –NGO Worker, Dhaka 
 
Health workers are aware that unmarried adolescents are not eligible for contraceptive 
methods and do not identify it as a barrier to service provision. 
 Health workers in Khulna and Sylhet expressed their awareness of the national 
policy that prohibits provision of contraceptive methods to unmarried adolescents. While 
interviewees working at NGOs described the policy as a family planning service gap, 
health workers employed by the government to provide contraceptive methods abide by 
the regulation and did not identify the restriction as a barrier to FP service provision. 
They indicated that marital status is the first consideration in service provision, 
specifying that government policy and social norms put contraception off-limits for those 
who are unmarried. However, medical officers also explained that the policy is not 
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necessarily enforced at all times.  
“The first question is if the adolescent girl is married or unmarried. In our 
country, for unmarried girls, family planning methods are in no way acceptable. 
They are not socially acceptable. You know the picture of this society–socially 
and on the government grounds, we cannot provide methods for unmarried girls. 
But, unofficially, it is being used widely before marriage. It is being used. For that 
to provide any statistics or any data from us, is very tough.”  – MO, Khulna 
 
“In the case of unmarried adolescents, actually there is no scope from our social 
perspective for them to use any contraception if needed. But, if she is a sex worker 
then we suggest the barrier method…From the perspective of our country, the 
unmarried cannot come to us for contraceptives. We ask them whether they are 
married or not—there is no option for the unmarried.”  – MO, Sylhet 
 
  
 Health workers further commented on implementation of policies that prohibit the 
contraceptive provision from unmarried adolescents. While marriages are documented in 
a registry, health workers more frequently derive knowledge of marital status from social 
context, especially in rural areas or small communities where knowledge of recent 
weddings is received through social networks.  Several health workers acknowledged that 
they do not use the registry, and instead rely on other contextual information.  
“We have a couples registry. Only married couples register there...Official 
[married] couples are the only one who we give services. I will not give them to 
the unmarried.” – MO, Khulna 
 
“The way is we can check the register list of married people. But actually, we 
have to recognize this [marital status] by the look. It’s easier in case of the Hindu 
women because they wear certain ornaments, but we cannot understand this in 
case of Muslims. It’s very difficult for me to check the register, as I have no idea 
where to get this.” – MO, Sylhet 
 
 
A few opportunities exist for unmarried adolescents to obtain certain contraceptive 
methods, but social stigma related to premarital sex among adolescent girls is a barrier. 
 
 Representatives from NGOs described several opportunities for unmarried 
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adolescents to obtain family planning methods, namely condoms and oral contraceptives. 
One interviewee explained that pharmacists do not use the registry, however social 
stigma prevents unmarried adolescents obtaining contraceptives.  Two NGO 
representatives described their strategies for expanding access to family planning 
information and methods to unmarried adolescent girls. 
 “You can go to the pharmacy to buy [contraception]. In the pharmacy nobody 
will ask you whether you are married or unmarried. There is no barrier actually 
to access to pills and condoms for unmarried. But, the problems is in your 
locality, the pharmacy and the shops are in the locality. So, people know each 
other. So, you don't feel comfortable. No unmarried will go and ask for 
[contraception].” – NGO Representative, Dhaka 
 
“What we did…in the waiting area or washroom…we keep condoms and pills, [in 
the] open so they can just pick. They do not need to have any permission or 
record [of] it.” – NGO Representative, Dhaka 
 
“What we are trying to do now in Bangladesh, is to at least have contact between 
unmarried adolescent girls and the service providers. If you just first do this 
contact, then within the other discussion, sexual health can come up and we can 
gradually give adolescents that information.” – NGO Representative, Dhaka 
 
Health workers participating in the FGDs did not indicate awareness of NGO’s 
efforts to increase their contact with unmarried adolescent girls. Furthermore, MOs 
explained that their interactions with adolescent girls begin after conception. Several 
explicitly stated that reproductive health education and family planning counselling is 
beyond the scope of the services they provide to adolescents. 
 
 
With support from the government, NGOs are leading early efforts to implement 
school-based reproductive health education, however the curriculum has limitations.  
 Efforts are underway to incorporate reproductive health education into the 
national curriculum. With support from the Ministry of Health and NGOs, medical 
  
83
officers and teachers are tasked with educating adolescent students about reproductive 
health. Interviewees explained that public health professionals and researchers have long 
advocated for inclusion of reproductive health at school to educate young people. 
However, individuals working at NGOs explained that the current curriculum is limited 
in the scope of information provided. Furthermore, it does not help married girls who 
have been pulled out of school. 
“They [students] are supposed to get the National Curriculum in school. We are 
trying to train the teachers so the teachers can teach these things because parents 
do not usually talk about these issues with their children.” – NGO Representative, 
Dhaka 
 
“For long time, the practitioners and researchers, we are trying to include the 
adolescent sexual reproductive health in our national curriculum for the sexual 
education. That will take time…It talks about puberty but, even if you go through 
these chapters you see that it is very vaguely used…It will just say that “some 
changes will happen”, but for the actual changes, we give very minimum 
information.” – NGO Representative, Dhaka 
 
“Mostly, in when you talk about sexual reproductive health [in the National 
Curriculum], you'll find [information] about reproductive health and puberty.  
But, hardly will we talk about sexual health, sexual pleasure, and sexual diversity. 
Mostly, [it is] the NGOs who are doing these small programs, but also the 
difficulty is if you want to go big scale, if you want to reach the larger adolescent 
population, you have to work with the government. Our health system is very well 
organized, and it goes deep into the rural areas also, but we haven't been able to 
really build-in sexual health yet in our government facility system.” – NGO 
Representative, Dhaka 
 
 
 Medical officers tasked with providing reproductive health education to students 
expressed a range of opinions.  A medical officer from Sylhet spoke enthusiastically 
about the prospect of increasing reproductive health awareness through classroom-based 
counseling.   
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We can talk to them [adolescents] directly and freely in their schools. I taught a 
session with the students of classes 8, 9, and 10. The topic was the reproductive 
health and nutrition for the adolescents. When I took the session, I noticed that 
the boys are enjoying but, the girls were very shy and were not even looking at me 
or anyone. One or two girls are responding…If we can add these topics in the 
curriculum then it will be very easy for us to make them aware...If they become 
aware then they will not have to face this kind of situation [early marriage and 
pregnancy] in their life or can avoid them.” – MO, Sylhet 
 
 
 Other medical officers described the challenges of counseling students in a 
classroom environment. One noted the lack of a standardized approach for providing 
reproductive health education to students. Most medical officers explained that students 
are uncomfortable talking about reproductive health, and one suggested that separating 
students by gender would encourage participation. 
“A syllabus regarding incorporation of reproductive health issues in the 
secondary curriculum is very rare.” – MO, Sylhet 
 
“When we go to the school program, in a girls’ school, the students become very 
shy at the time of discussion. We try to tell them that when they will become 18 
these things will come them...When they have their period, they don’t know how to 
use the sanitary napkins. So, we let them know about the usage.” – MO, Khulna 
 
“They [students] feel very shy...We could not get any questions from them. Then I 
asked directly a few questions, ‘When do girls have their period?’ Then, everyone 
looking at each other, laughing, mocking around within themselves, feeling 
ashamed. But, actually they do not know. So, such questions like this— normal 
physiology, sexually transmitted diseases, the hazards of early marriage, hazards 
of early pregnancy— if we can discuss with them in separate settings [reference 
to separating students by gender], and invite questions, then their inner words 
may come out.” – MO, Sylhet 
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Table 10: Summary of Policy Level Facilitators and Barriers of Contraception 
Provision  
Finding Facilitator or Barrier? 
Adolescent sexual and reproductive health policies are developed with a 
deliberate focus on acceptability to a broad range of stakeholders, including the 
general public. 
Facilitator 
Contrary to WHO’s standards for adolescent-friendly health services, 
unmarried adolescents are not eligible for public family planning services in 
Bangladesh.  
Barrier 
Health policy prohibiting provision of contraceptives to unmarried adolescents 
puts girls at risk for early and unwanted pregnancy.  Barrier 
Health workers are aware that unmarried adolescents are not eligible for 
contraceptive methods and did not identify it as a barrier to service provision. Barrier 
A few opportunities exist for unmarried adolescents to obtain certain 
contraceptive methods, but social stigma is a barrier. Barrier 
With support from the government, NGOs are leading early efforts to 
implement school-based reproductive health education, however the 
curriculum has limitations.  
Facilitator 
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2. Health System Level Facilitators and Barriers of Contraception Provision   
 
Health workers are not trained to provide services to adolescents. 
Most health workers in Khulna and Sylhet have received training on family 
planning methods, antenatal care, and postnatal care that is specific to the service level 
they are accredited to provide. However, none of the health workers interviewed had 
been trained to work with adolescents, married or unmarried.  
“Actually, we are working for adolescent girls since long ago, more than 15 
years. But there is no exclusive training for the adolescent girls in our service 
line. – MO, Sylhet 
 
“Trainings on adolescent girls, usually these trainings take place outside of 
Bangladesh. I have not done training on this matter…The focus on adolescents is 
not prioritized that much. – MO, Khulna 
 
“From 10 to 19 years, girls are called adolescent girls. About family planning, we 
counsel them, we make them understand, but there was no training. – FWV, 
Khulna 
 
 
 Two medical officers in Khulna revealed that they had received training on the 
reproductive system, but their training did not include family planning or contraceptive 
methods. 
“The type training which we have, it is focused on the reproductive health, but 
there’s nothing about contraceptives. If we receive training on contraceptives for 
adolescents, then it will be very helpful.”  – MO, Khulna 
 
“We don’t have any special training on contraceptives…As the rate of early 
marriage is high here, and many of the couples don’t want more than one kid or 
[they] want a gap, so training on contraceptives is necessary.”  – MO, Khulna 
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Health workers want training on reproductive health and provision of modern 
contraception to adolescent clients. 
 
 When asked about their interest in trainings focused on contraceptive provision to 
adolescents, health workers expressed enthusiasm.   
“Of course they [adolescents] will be needing modern methods from us. Our 
cooperation they will have…We obviously need training. Then it will be good for 
us, when we will talk to them in the field.”  – FWV, Khulna 
 
“The women ask us, ‘I am using a method for the first time. Will I have children 
after these three years at the right time?’ Then we are telling them, but how 
truthful that is... that we haven't done any training…This is also our concern. This 
is why we need training on implant, it is a must.” – FWV, Khulna 
 
 
 There was broad support among FWAs and FWVs in Khulna and Sylhet for a 
refresher training on contraception, indicating a need to reinforce forgotten knowledge or 
build upon existing knowledge. 
“We forget some [information]. Better to repeat again…Specially, on IUD.  If the 
training is being repeated, then it will better.” – FWA, Sylhet 
 
“These are old discussions, but our experiences grow. Some we know, but some 
we forget. Maybe not properly implemented. We are to be taken for training 
again, then our experience will grow a bit more.”  – FWA, Khulna 
 
 
In addition to expressing the need for IUD and implant training, health workers 
specified additional areas where training would be beneficial. 
“We would like to know more on reproductive health, reproductive tract 
infections, and sexually transmitted diseases.”  – FWV, Sylhet 
 
“Reproductive health should definitely be there [in the training], with STI and 
STD is also included. Also, about the birth control–the usage, the benefits, as well 
as the side effects of it should be included there.” – MO, Sylhet 
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In Khulna and Sylhet, a total of three health workers specified that training to 
counsel families on the harms of early marriage is required to support their work.  
However, by and large, participants focused on their need for training only related to the  
clinical aspects of modern contraceptive provision. 
 
Health workers have strategies to build trust and put their adolescent clients at ease. 
Health workers discussed strategies to develop relationships with their adolescent 
clients. They explained that adolescent girls are timid to engage in conversation or ask 
questions, particularly those who were recently married or are selecting a contraceptive 
method for the first time. Compared to adult women or clients familiar with family 
planning, health workers dedicate more time to establishing a relationship with 
adolescent girls to help put them at ease.  
“We talk to her about different things. ‘Hey! Didn't you come the other day?’ Or 
‘I saw you on the streets the other day.’ It means we want to connect with her to 
get close to her, then we talk to her [about contraception].” – FWV, Sylhet 
 
“We ask about their wellbeing and greet them. How are they? Exchanging 
Salaam. Then, gradually, we go for counseling.” – FWA, Khulna 
 
“When approaching them about family planning, I actually don’t tell her straight 
away. By making her feel comfortable, then we tell her, ‘Here are the methods. 
You must be needing it. First you take their decision. Whatever she feels like she 
takes it.” – FWV, Khulna 
 
“We try to talk more with the girls. She may have something in her mind. We need 
to understand her emotions. We will have to work on par with her will. We tell her 
what is best for her.”  – FWV, Sylhet  
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Health workers advise girls against early marriage recommend contraceptive methods 
when girls marry at a young age in order to prevent early pregnancy. 
 
After building a connection with the girl, health workers discuss contraceptive 
methods. Age and marital status are the two primary factors taken into account. Prior to 
marriage, young adolescents are advised to not marry before the age of 18, which is the 
legal age of marriage in Bangladesh. Once a girl is married, health workers universally 
ask her when she would like to conceive and counsel on the risks of early pregnancy—it 
is advised that she delay pregnancy until she is 20 years of age.  
“We tell her it is risky to have children at an early age. We tell her, ‘Now you are 
at a tender age. No boyfriends or anything at this age. No marriage before 18 
years. Many are married before, but no children before 18 years. At this age you 
have to be safe. You cannot have children at his age, you are still a child. Before 
you are 18 years, the normal physical growth won't be complete. A child cannot 
bear a child. One child will give birth to another, then what happens? You both 
will fall ill.’”  –FWV, Khulna 
 
“We tell them, at least not before age 20 for her to become a mother. Many girls 
get married at 18 or 19, or at a tender age—then we say to take methods.” – 
FWA, Sylhet 
 
 “If she is married, then we suggest that she should not take a child before 20. 
For example, if she got married at the age of 17, then she has to maintain a gap of 
three years before the birth of her first child. In this case, we’ll try our best to 
provide her a long-term method for three years so that she can reach to 20 before 
having the first child.”  – MO, Sylhet 
 
 
When advising on contraceptive methods, health workers assess girls’ needs and 
fertility intentions. 
 
 In both Khulna and Sylhet, health workers described the importance of listening 
to the girl to understand her needs and circumstances.  Understanding her preferences, 
they explained, is essential to selecting a method that is appropriate for the girl. While 
reflecting on their counseling approach, health workers refer to themselves as advisors, 
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and acknowledge the importance of supporting the girls’ decisions. 
“At first we listen to them, to what she says and her preferences. We do not tell 
them, that you cannot take [a method]— we just advise them, that if the methods 
are taken then good…We only advise them, we do not force them.” – FWA, Sylhet 
 
“The decision is hers...The decision will be taken by her. If I take the decision, it 
will not be sustainable.” – FWV, Khulna  
 
“Her family condition needs to be understood. After understanding that, then she 
will be given a suggestion on methods. After marriage, she wants to understand 
on her own… After that, she is to be counselled from us.”  – FWA, Sylhet 
 
 
Health workers educate girls about contraceptive methods, including the advantages 
and disadvantages of each method.  
 When counseling girls on contraceptive method selection, health workers describe 
the methods, including the advantages and disadvantages of each one. Additionally, they 
take into consideration the length of time the girl intends to delay pregnancy to ensure the 
method is aligned with her goals. 
“In the villages, sometimes we see that people are getting married early, but want 
to have a child later. In this case, we talk about the modern contraceptive 
methods. Sometimes they want a child after two or three years of their marriage. 
If married people don’t want children right then, we provide them a plan. If it is 
for three years, then we tell them about the injection. For one or two years, we 
advise to take the oral contraceptives or the barrier methods. We provide methods 
according to their needs.” – MO, Khulna 
 
“At that time, they have no idea. When they come to us, then we actually tell them 
about three methods. In our country we have seven methods. Those who have not 
had children yet, or had an abortion, for her three methods are applicable, 
Implanon [injection], pill, and condom. We counsel them. Firstly, we tell them 
about all [methods]…They ask if the baby will have complications. Then we make 
them understand…So, like this, until now they had a few misconceptions, but we 
were able to overcome these.” – FWV, Sylhet 
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After the birth of the first child, health workers counsel adolescent girls on the 
importance of using a method to maintain spacing between children. They explain the 
health benefits for the mother and child, and encourage the use of a long-term method. 
“Whenever one child is born, at the exact time we want to encourage IUD. The 
duration is 10 years. We, we want to encourage them into these because these are 
non-hormonal and it has very few side effects. And, at any time they can remove it 
and have children.”  – MO, Khulna 
 
“When we provide implants, we say, ‘Now the child is an infant. If you conceive 
within three years, the mother will face problems, the baby will also face 
problems.’ Then they realize the priority. She thinks, the baby is safe, but if she 
conceives, then this baby will face problems; proper feeding will not be possible 
and she cannot rear [another child] as well.” – FWA, Sylhet 
 
 
Health workers in Sylhet prioritize family members’ contraceptive preferences over 
those of their adolescent clients. 
 
 Health workers universally expressed the importance of listening to girls’ 
contraceptive needs and supporting their decisions. However, differences emerged 
between the two divisions with regard to how they advocate girls’ preferences.  In Sylhet, 
MOs, FWA, and FWVs all described prioritizing husbands’ and/or mothers-in-laws’ 
choices over those of the girl. 
“Actually, the client’s opinion doesn’t matter in taking the decision at all. The 
decision is mainly taken by the husband or the mother-in-law.” – MO, Sylhet 
 
“We don’t discuss it without the husband. We ask her to bring her husband next 
time. If she doesn’t do so, we tell them, bring him to us, we will speak to him.”  – 
FWV, Sylhet 
 
“Not only with the woman, the discussion also needs to be done with the husband 
and also with the mother-in-law. Before giving an implant, her mother-in-law 
needs to discuss it first. If they permit, then the woman may take it.”  – FWA, 
Sylhet 
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“I think those who are adolescent, as they are at a tender age, many times they 
cannot take the decision on their own. The decision, which husbands or mother-
in-laws take, they [adolescent girls] have to follow.”  – MO, Sylhet  
 
 
 Two FWAs from Sylhet described their process for building consensus among 
family members, which encourages agreement with the husband’s preferred method, 
rather than the girls’ preference. In the first case, an FWA advised the girl to convince her 
in-laws to accept her husband’s choice for contraception. In the second, a different FWA 
specified that she prioritizes the husband’s opinion and tries to make the girl and in-laws 
understand the husband’s preference. 
“If the husband wants [a particular method], then we tell the girl to make her in-
laws understand. We make them [in-laws] understand. In spite of making them 
understand, then with your husband make them understand.” – FWA, Sylhet 
 
“We make the adolescent girl understand and we try to make her in-laws 
understand…And especially, husband-wife both agree. Mainly, is that we take is 
the husband’s opinion.”  – FWA, Sylhet 
 
 
Health workers in Khulna advocate for the contraceptive needs and preferences of 
adolescent girls. 
 In contrast, health workers in Khulna advocate for the adolescent girl, affirming 
her choice to use contraception and her preferred method. One FWA described 
counseling girls about the risk of early pregnancy, despite the mothers-in-laws’ desire for 
a grandchild, thereby prioritizing the clients’ wellbeing.  Additionally, another FWV 
explained that she counsels mothers-in-law to educate them of the complications that may 
result if the girl conceives at a young age. 
“We give priority to what will be good for the girl. The method will be taken by 
her, not by the mother-in-law nor the husband.”  – Khulna, FWA 
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“If she [the girl] says, ‘I want to have the pill,’ then we talk to the mother-in-law 
and the husband.” – Khulna, FWA 
 
“Suppose the mother-in-law is present. She will say, ‘Bouma [Daughter-in-law], 
first you have to have a baby.’ But we can tell her [the adolescent girl] in private, 
‘Listen, these are the problems. You are not up to the age yet. It can be a risky 
pregnancy. Let few years pass before you are getting pregnant.’ – FWV, Khulna 
 
“Sometimes, we counsel mothers-in-law separately. We tell her, ‘The girl does 
not understand yet... if she conceives, there will be complications.’ Then the 
mother-in-law realizes.” – FWV, Khulna 
 
Health workers emphasized the importance of maintaining girls’ confidentiality when 
providing contraceptive methods that were prohibited by family members. 
 
 In both Khulna and Sylhet, health workers indicated their willingness to provide 
contraceptive methods when husbands or mothers-in-law prohibit use. Health workers 
provide methods in private when girls approach them asking for a method against the will 
or their family, or as described below, they find other approaches to gain access to 
adolescent girls.  
 “I ask them [the neighbor], ‘Is that girl’s mother-in-law or that man’s mother is 
in the house or not?’ I get the information. Or, I summon the daughter-in-law to 
me through the woman neighbor next door. It is seen that the son and daughter-
in-law are in agreement [on using contraception], but that mother-in-law is in the 
way. Then I call her [the adolescent girl] to me, if I see the mother-in-law is not 
at the house.” – FWA, Khulna 
 
 Health workers emphasized the need to maintain girls’ confidentiality when 
providing contraceptives against the wishes of girls’ family members. One health worker 
described protecting a girl’s privacy by lying to a mother-in-law who asked directly 
whether her daughter-in-law was using contraception. Another recounted an incident 
where loss of confidentiality put the girl at risk for divorce and the mother reported the 
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health worker to a local government council, which ultimately supported the health 
worker. This latter example illustrates that loss of confidentiality has consequences for 
adolescent girls and health workers. Furthermore, it suggests that health workers 
understand the principles of provider-patient confidentially, however they encounter 
challenges attributable to family members’ lack of understanding or respect for 
adolescent girl’s right to confidentiality. 
“Many times, we have to keep their [adolescent girls’] privacy. We are giving 
them method; many the times mother-in-law comes, but we have to work in lies 
often. The mother-in-law asks, ‘Has my dear [daughter-in-law] taken any 
method?’ We say, ‘No. We were talking only. She just got married.’ But, we 
definitely provide the method…If the mother-in-law asks, then we keep the 
privacy. We say, ‘No, Masima [mother-in-law], we don't give her any method.’”  
– FWV, Khulna 
 
“She came to me and asked for a method. She said, ‘Give me this, even though he 
[her husband] will divorce me.’  We asked her to talk to her husband. She didn’t 
listen to me at all. She said, ‘Give me the method, I don’t have any problem. If he 
gives me divorce, I will return to my father’s house. But, you give me this. Young 
babies suffer.’ Then I provided the method to her. Later, her mother got angry. 
She called the members and the chairman of the union parishad [council]. They 
[council members] asked us to help if the woman faces any problem. They said 
family planning is not only our work, it is the work of every conscious citizen.” – 
FWV, Sylhet 
 
 
Health workers’ personal biases are a barrier to provision of family planning services.  
 During the focus group discussions and key informant interviews, some 
interviewees offered their personal opinions about modern contraceptive use among 
adolescents. A MO in Sylhet expressed his belief that knowledge of contraceptives is 
detrimental to the wellbeing of unmarried adolescents. Current health policy in 
Bangladesh prohibits provision of contraception to unmarried individuals, therefore this 
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view is unlikely to influence the interviewee’s clinical practice, however it could be 
problematic if the regulation is removed.  
“I personally think that knowledge of contraceptives can be harmful for the 
unmarried adolescents as they can go to the wrong path. As human nature is, they 
are always attracted to the secret things. In the free sex countries of the world, 
adolescents get the sex education from the family or primary school so that they 
are not attracted these things. But in our country, the adolescents are satisfying 
their curiosity by watching these things on internet through the ongoing 
technologies and they are going to the wrong paths by this. But if they knew this 
from before, then maybe they’ll not be that much curious about it.” – MO, Khulna 
 
 
 In Sylhet, an FWV recounted an incident in which a woman attempted to hide her 
divorce from health workers in order to obtain contraceptives. The FWV’s reaction to the 
below situation highlights how access to methods is withheld from unmarried individuals, 
as well as the strong social bias against contraceptive use by unmarried women—
regardless of age or past marital status.  
“She went to the provider, she said that she is going to abroad—Saudi Arabia or 
something.  But, by counseling, I get to know her secret: she is divorced, she does 
not have any husband. She is giving an excuse; she is not going abroad. Think 
about it?! She is tricking us to get a method. We didn't have interest to provide 
her a method.” – FWV, Sylhet   
 
 
Many health workers believe that hormonal contraceptive methods reduce fertility. 
 As previously noted, misinformation about side effects is a persistent challenge 
that hinders acceptance of modern contraceptives, especially in regards to usage among 
recently married nulliparous adolescent girls. Like other members of the family, many 
health workers expressed distrust of hormonal methods, voicing the common concern that 
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they may reduce fertility. Significantly, a MO in Khulna specified that he does not give 
hormonal methods to recently married couples. 
“Even if you are an experienced [health] practitioner, the people, in general, 
think first to have the first child as early as possible. Then you go for 
contraception. There is a misconception that later, you’ll not be able to 
conceive.” – NGO Worker, Dhaka 
 
“Many girls cannot give birth to baby after using a method. So, they give 
importance to it. A girl thinks if she takes a method at first she may not have 
children ever, then her husband will marry again. It is social barrier. – FWA, 
Sylhet 
 
“For them [newlyweds], there needs to be a method. We do not encourage the 
hormonal method. We tell them, they can use condom first...then for the gap, we 
give them Implant secondarily.” – MO, Khulna 
 
“Before the firstborn, if she uses contraceptive, maybe she becomes barren. The 
baby may never be conceived. At first, let them have a child, then she stops [uses 
a method].”  – FWA, Sylhet 
 
 
 An FWA in Khulna reflected on the timing of her daughter’s marriage and 
explained that she prohibited her from using contraception due to infertility concerns.  
“In my case, my daughter was married off late, at 24 or 25 years. I have only one 
child, I have only my daughter. So, I told her that, ‘You won't use any methods. 
Your fertility will be hampered from having a child, that's why.  It has been 6 
years, after 6 years she will be, by the mercy of Allah, having a child now. Until 
this date she hasn’t taken any methods, but she had not conceived.’”  – FWA, 
Khulna 
 
  
97
Table 11: Summary of Health System Level Facilitators and Barriers of 
Contraception Provision 
Finding Facilitator or Barrier? 
Khulna or 
Sylhet? 
Health workers are not trained to provide services to 
adolescents. Barrier 
Khulna and 
Sylhet 
Health workers want training on reproductive health and 
provision of modern contraception to adolescent clients. Facilitator 
Khulna and 
Sylhet 
Health workers have strategies to build trust and put their 
adolescent clients at ease. Facilitator 
Khulna and 
Sylhet 
Health workers advise girls against early marriage recommend 
contraceptive methods when girls marry at a young age in 
order to prevent early pregnancy 
Facilitator Khulna and Sylhet 
When advising on contraceptive methods, health workers 
assess girls’ needs and fertility intentions. Facilitator 
Khulna and 
Sylhet 
Health workers educate girls about contraceptive methods, 
including the advantages and disadvantages of each method.  Facilitator 
Khulna and 
Sylhet 
Health workers in Sylhet prioritize family members’ 
contraceptive preferences over those of their adolescent clients. Barrier Sylhet 
Health workers in Khulna advocate for the contraceptive needs 
and preferences of adolescent girls. Facilitator Khulna 
Health workers emphasized the importance of maintaining 
girls’ confidentiality when providing contraceptive methods 
that were prohibited by family members. 
Facilitator Khulna and Sylhet 
Health workers’ personal biases are a barrier to provision of 
family planning services.  Barrier 
Khulna and 
Sylhet 
Many health workers believe that hormonal contraceptive 
methods reduce fertility. Barrier 
Khulna and 
Sylhet 
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3. Community Level Facilitators and Barriers of Contraception Provision 
 
Acceptance of modern contraception has increased in recent years, however barriers to 
acceptance are greater in Sylhet compared to Khulna. 
 
 Health workers indicated that members of their communities have a generally 
positive perception of family planning, with seemingly greater acceptance in Khulna 
compared to Sylhet.  
“Most of the people accept it [modern contraception] in our country. It is highly 
appreciated. Some people, those who are uneducated and live in poverty, are 
unaware usually dislike it. But with most of the people, it is well-accepted method 
in Bangladesh. Awareness is tremendously increasing. Some people still are 
against this method or this process, but, they are influenced by the religion.” – 
MO, Khulna 
 
“They come to us take methods. Or, when they come to us, we counsel them but 
they do not know which method is what. In counseling... their conceptions have 
prejudices on religion. If the counseling is given, then there's no problem. Then 
they have the method with their interest.” – MO, Khulna 
 
 
 In Sylhet, health workers also indicated an increased acceptance of family 
planning and modern contraception. In comparison, however, health workers in Sylhet 
expressed more community level barriers than their Khulna counterparts. Oftentimes in 
Sylhet, girls and women seek out family planning services in secret, out of fear that 
community members will find out. 
“Many girls think: if they go for family planning, people surrounding her will 
know about it. So, keeping it secret is necessary.”  – FWV, Sylhet 
 
“Many times they hide [contraception use]. There is IUD. Many times girls come 
to take them for 10 years secretly. They even hide their faces behind niqab [veil 
for the face that leaves only the eyes visible] at the clinic.”  – FWV, Sylhet 
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In Sylhet, some community members knowingly and unknowingly spread incorrect 
information to discourage use of modern contraception. 
 
 Furthermore, health workers in Sylhet described two situations where community 
members perpetuated false information to discourage use of modern contraception. In the 
first scenario, the community members may be unaware that they are spreading false 
information. In the second, however, the FWA explained that the woman was 
intentionally spreading misinformation.  
“Women, like those surrounding people…after having an injection they say to 
her, ‘Hey, you do not take it. If you take injections then the blood will clot, your 
body will burst, and then there will be a tumor.’” – FWA, Sylhet 
 
“In my field, one woman said someone’s relative had done IUD, but her 
backbone was harmed. I told her, ‘Take me there instantly. I want to see her.’ 
Then she says, ‘No…it is a little far.’ I said, ‘No problem. If it is far we will take a 
car, I will bear the expenses. I want to see the woman because if the doctor has 
done it, then it will be a problem. After seeing her, we will bring the paper work, 
then we will sue the doctor.’ Then she says, ‘No didi [sister, or term of 
endearment], no need to visit them.’  …This was a cheating gossip.” – FWA, 
Sylhet  
 
 
Family planning awareness and sensitization programs have been conducted in 
Khulna and Sylhet. 
 Islamic influence and religious leaders’ views shape community perceptions and 
acceptance of family planning. In both Sylhet and Khulna, religious leaders have 
participated in family planning awareness and sensitization programs.   
“We see them [religious leaders] as gatekeepers. So, we tried to take them on our 
side and we give them the sensitization training and we advocate that [religious 
leaders] tell the people that you can take the contraception, the benefits of family 
planning, benefits of having a small family size for the health of the mother and 
the health of the babies. So, we try to use them as a positive agent now.”  – NGO 
Subject Matter Expert, Dhaka 
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“We also provided training to all who are involved with the adolescents, such as 
the religious leaders too. So, they also become aware. Because in most of the 
cases, the parents listen to these religious leaders. For this training they also 
become aware, the adolescents don’t go in the wrong path. This is an awareness 
program”.  – MO, Khulna 
 
 
Religious leaders in Khulna are more accepting of family planning than those in 
Sylhet. 
 
 In Khulna, FWVs indicated that the family planning programs from Imams have 
increased acceptance. 
“The Imams are being counseled for awareness building. That is why religious 
superstitions have been reduced. With them many meetings have been done. These 
Imams are now in favor of the methods.” – FWV, Khulna 
 
Religious leaders in Sylhet are more resistant to family planning than those in Khulna. 
 
 In comparison, health workers in Sylhet have experienced more resistance to 
modern contraception from religious leaders, and explained that they are not able to 
discuss it with them. 
“There are many Mawlanas [Muslim religious scholars] who think that by taking 
these [modern contraception], there are problems.” – FWA, Sylhet 
 
“From our country’s perspective, it is next to impossible to include the religious 
leaders. But we cannot convince them about the birth control directly because we 
cannot talk about the contraceptives. This project will fail if we do that.” – MO, 
Sylhet 
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Islamic religious leaders in Khulna and Sylhet discourage use of IUDs and implants. 
 
 In both Khulna and Sylhet, implants and IUDs were cited as barriers to prayer and 
funeral rituals. In accordance with religious observation, women who are menstruating 
must withdraw themselves from namaj—a prescribed prayer observed five times a day, 
which is the second pillar of Islam. 
“Many times women say if there an implant or IUD is done, then namaj [prayer] 
is not accepted or proper.” – FWA, Sylhet 
 
 
 Furthermore, if a woman dies with an IUD or implant, it must be removed in 
order to conduct the zanaja funeral ritual. However, touching the genitals of the deceased 
in order to remove the IUD is forbidden, and considered extremely shameful. Therefore, 
some religious leaders prohibit IUDs or have refused to offer zanaja to women with 
IUDs. 
“They [religious leaders] forbid women to have them [IUDs]. They say, ‘If it is 
taken, then it stays.’ This goes as a cycle. One person spreads this word to 
another. They [religious leaders] say, ‘Zanaja will not be offered. When you go to 
God then, you’ll understand. Hell! You'll go to hell.’”– FWV, Khulna 
 
 “After death then it [IUD] will be brought out by touching her dead body. It 
needs to be taken out—this is why they [women] do not want it to be inserted. 
They say, ‘After death, who will look for it? Who will take it off? So, my zanaja 
will not be granted.’” – FWA, Sylhet 
 
 
Health workers in Khulna have more latitude to speak with religious leaders about 
family planning than their counterparts in Sylhet. 
 While religious-based resistance to modern contraception exists in both divisions, 
health workers in Sylhet are unable to discuss the issue with Imams.  
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“We do not approach them. They are taken to the trainings. The Imam is trained 
with another Imams. He is to be counseled by another Senior Imam.” – FWA, 
Sylhet 
 
 
In contrast, health workers in Khulna were more empowered to meet with 
religious leaders and advocate for family planning and contraception. 
“We do not talk to them about the method first. At first, we talk about Polio, 
essential vaccine information, then we talk about our national [family planning] 
program in an organized way. At first... then gradually, we tell about the 
[contraceptive] methods. [We say]: ‘Look, if the children are born year after 
year, mother will be unhealthy. There's an age factor for mothers. The child 
needs breast milk, the child needs education, clothes, lifestyles, maintenance... 
there are so many things needed. Then, with limited income, if there are in two 
children, they can be educated. They can be raised properly.’ Then, our aim is to 
talk about family planning. Our last point is that there.” – FWV, Khulna 
 
 “If we operate when someone has broken their bones or bleed, then there is no 
problem. People are having a stent in their heart—we give them [religious 
leaders] examples of these. We say that if [a] stent is granted, so why not implant 
or IUD?”  – FWV, Khulna 
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Table 12: Summary of Community Level Facilitators and Barriers of Contraception 
Provision 
Finding Facilitator or Barrier? 
Khulna or 
Sylhet? 
Acceptance of modern contraception has increased in recent 
years, however barriers to acceptance are greater in Sylhet 
compared to Khulna. 
Facilitator Khulna and Sylhet 
In Sylhet, some community members knowingly and 
unknowingly spread incorrect information to discourage use 
of modern contraception. 
Barrier Sylhet 
Family planning awareness and sensitization programs have 
been conducted in Khulna and Sylhet. Facilitator 
Khulna and 
Sylhet 
Religious leaders in Khulna are more accepting of family 
planning than those in Sylhet. Facilitator Khulna 
Religious leaders in Sylhet are more resistant to family 
planning than those in Khulna. Barrier Sylhet 
Islamic religious leaders in Khulna and Sylhet discourage use 
of IUDs and implants. Barrier 
Khulna and 
Sylhet 
Health workers in Khulna have more latitude to speak with 
religious leaders about family planning than their counterparts 
in Sylhet. 
Facilitator Khulna 
 
4. Interpersonal Level Facilitators and Barriers of Contraception Provision 
 
Most families want girls to conceive directly after marriage. 
 Modern contraceptive use among married nulliparous adolescent girls is reported 
to be uncommon in both Sylhet and Khulna. Most families want the girl to conceive soon 
after marriage.  
“In the case of adolescents, they do not want to take any methods after marriage; 
they want to conceive. The family pressures them to have children.”  – FWA, 
Sylhet 
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“Many are not allowed at first time [before a child is born], but they are allowed 
later. They say, ‘We will have our first baby then we will take a method.’ If girls 
use method [before first child], they take it very secretly.”  – FWV, Sylhet 
 
Family members are influential in decisions about contraceptive use. 
 In both Khulna and Sylhet, health workers reported that family members strongly 
influence the decision to use modern contraception and method selection. Health workers 
explained that adolescent girls have variable autonomy in decisions regarding 
contraceptive use. In some instances, girls in Khulna make decisions independently, 
while in other instances they were reported to consult with family members, primarily 
husbands and mothers-in-law. In contrast, health workers in Sylhet reported that girls 
consult with their family to make decisions regarding contraceptives or they have no 
autonomy, because husbands or mothers-in-law make the decision for the girl. Girls in 
Sylhet were not reported to make contraceptive decisions independently. 
“Many [adolescent girls] take their decisions. Many say, ‘I need to ask my 
husband. Ask my mother-in-law.’ After asking [at] home, then some come [back to 
the clinic]. Many husbands also come. We also counsel the husbands.”  – FWV, 
Khulna 
 
“She [the girl] does not have decision-making power, she does not know what she 
will do… For child bearing, family decision plays a great role.”  – MO, Sylhet 
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Adolescent girls are hesitant to discuss family planning with health workers when 
family members are present. 
 
 Adolescent girls seeking family planning information and services usually meet 
with the healthcare provider accompanied by their mother-in-law or husband. Although 
less frequently reported, occasionally the girl’s mother, sister-in-law, or a trusted friend 
may also provide support during a visit with a healthcare worker. The person 
accompanying the girls serves as an advisor or trustworthy confidant.   
“Sometimes they come alone, or sometimes with her husband. If she doesn’t come 
alone, then she brings her husband or mother-in-law.”  – FWV, Khulna 
 
“She [adolescent girl] brings such a person she feels comfortable talking in front 
of the person, so she won’t face problems. That person will help her moreover, to 
take or to come to us. They bring such person with them.” – FWA, Sylhet 
 
 
 Health workers explained that adolescent girls are often shy or hesitant to ask 
questions and discuss contraception when family members are present. The individual 
accompanying the girl is typically perceived by her family as having more experience in 
matters of family planning and contraception, and therefore tends to lead the 
conversation. As a result, some health workers ask to speak with the girl privately so they 
are better able to assess her fertility and contraceptive preferences. 
“The girl feels comfortable to talk if she comes alone; she tells everything. But, 
she talks less if someone accompanies her.”  –  FWV, Sylhet 
 
“Often, guardians who come with the girl, do more talking.” –  FWV, Sylhet 
 
 
Oftentimes mothers-in-law are a barrier to adolescent girls’ use of modern 
contraception. 
 
 Mothers-in-law are commonly involved in making decisions about contraceptive 
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use and which method to select. Health workers in Khulna and Sylhet frequently 
characterized in-laws as a barrier to contraception use. In particular, mothers-in-law 
strongly prefer that the adolescent girl has a child soon after marriage, citing the concern 
that contraceptive use reduces fertility. Mothers-in-law pressure their daughters-in-law to 
have a child, because social norms prevent her from discussing the topic with her son.  
“After marriage, the in-laws always have a desire for a child from the couple 
quickly. In this case, they don’t use the barrier methods. They think often that if 
they use a method right after their marriage then maybe later on they will face 
problems of having kids. So, they want to have a kid first then want to use [a] 
method.” – MO, Sylhet 
 
“They [mothers-in-law] will want to have the grandchild early as they are aging. 
In that case, if we go to the new daughter-in-law then she [the mother-in-law] 
thinks that we are going to her daughter-in-law for any methods and to refrain 
her from having children. But, [she] tells her daughter-in-law, as she cannot tell 
her son, ‘Child, if anyone comes to you, a girl or so [referring to the FWA], do 
not use a method because we want to have grandchildren.’” – FWA, Khulna 
 
 
 Notably, mothers-in-law may also provide feedback on specific contraceptive 
methods. Below, an FWV in Khulna describes a problem she faces when recommending 
use of condoms or oral contraceptives, the methods most frequently given to newly 
married couples:  
“Some mothers say that her son will have problems using condoms. I hear this 
more often about men's matter. I have faced problems. As every time I walk past 
them, some mother-in-laws start calling me names. As if I am a vile woman, they 
say, ‘My son will be harmed by condoms. My son will be harmed.’ Then, if the 
daughter-in-laws use pills, they say ‘fat will be stored in the veins. If fat stores in 
the vein, then there will be no children.’” – FWV, Khulna 
 
 In some instances, mothers-in-law are supportive of adolescent girls using family 
planning. 
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“No, they [mothers-in-law] don’t react, they are good. They don’t say anything. 
Because, the mother-in-laws brings them [adolescent girls]. They say, ‘my 
daughter-in-law is young, [without contraception] she will have a baby. Give her 
a method.’”  –   FWV, Sylhet 
 
 
Husbands are pivotal in the decision to use contraception. 
 
 Husbands play a key role in deciding whether to use modern contraception and 
selecting which method to use. Health workers explained that because husbands often 
have more formal education then their wives, husbands are frequently perceived as being 
more capable of making decisions about contraceptive use. Overall, husbands were 
described as amendable to using contraception after the birth of the first child, although 
health workers indicated that many husbands refuse to use condoms. 
“At first, husbands do not come. Ladies come and want information. Then they 
say after going home, they will talk to the husbands. Then they will decide.” – 
FWV, Sylhet 
 
“If the husband says, this is right, she takes a method.  If husband forbids, she 
will never take methods.” – FWA, Sylhet 
 
“There any many husbands who do not like to use condoms at all. They say, ‘Is it 
necessary to have that rubbish talk? I am not in that plastic. What kind of useless 
thing is that?! That is used unnecessarily’ these are one of the many words we 
hear about condoms.”  – FWV, Khulna 
 
Adolescent girls in Sylhet sometimes obtain contraceptives without their husbands’ 
knowledge. 
 Adolescent girls rarely express disagreement with their husbands’ decisions about 
contraception use.  In Sylhet, however, health workers said that some adolescent girls 
obtain family planning services without their husbands’ knowledge or when her husband 
had forbidden use of a method. 
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“Many times, she does not want to inform the husband, many times. She herself 
wants to take the methods. Then… what the girl will do? She takes the methods.” – 
FWA, Sylhet 
 
“Sometimes she comes alone. Neither her husband nor her in-laws know this. We 
have also seen that the mother-in-law and the daughter-in-law both came 
separately for their own issues, but secretly so both of them don’t know that the 
other is coming. Then they met each other in the health center.” – MO, Sylhet 
 
 
 An FWA in Sylhet described a situation where a husband forbade his wife from 
using a long-term method.  The girl already had two young daughters and did not want 
more children, however, her husband wanted a son. The FWA recounted the story of a 
girl who risked her personal safety to obtain an implant because she believed it would 
benefit her health and her children in the long-term.  
“It was on the 24th, I had an implant camp. She was after me for a long time, that 
‘I want to take a method for long-term.’ Her husband doesn’t agree, he says say 
‘No.’ So, she told me before the last implant camp, ‘Apa [term of respect], When 
will be the next camp? Let me know.’ I told her, ‘Tell your husband.’ She replies, 
‘He forbids. He says no. He wants now to have a son.’ I asked, ‘After taking [the 
implant], when you will get caught, what will happen?’ She says, ‘At first, he will 
scold me, or he will beat me. Then he will be fine.’ I gave her the method. I asked 
her over phone two days after, ‘Did your husband find out?’ She said, ‘No, didi 
[sister, or term of endearment]. I have worn long sleeved dress for two days. 
Then, when I took it off, my husband can’t tell.’” – FWA, Sylhet 
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Table 13: Summary of Interpersonal Level Facilitators and Barriers of 
Contraception Provision 
Finding Facilitator or Barrier? 
Khulna or 
Sylhet? 
Most families want girls to conceive directly after marriage. Barrier Khulna and Sylhet 
Family members are influential in decisions about 
contraceptive use. 
Facilitator and 
Barrier 
Khulna and 
Sylhet 
Adolescent girls are hesitant to discuss family planning with 
health workers when family members are present. Barrier 
Khulna and 
Sylhet 
Oftentimes mothers-in-law are a barrier to adolescent girls’ 
use of modern contraception. Barrier 
Khulna and 
Sylhet 
Husbands are pivotal in the decision to use contraception. Facilitator Khulna and Sylhet 
Adolescent girls in Sylhet sometimes obtain contraceptives 
without their husbands’ knowledge. Facilitator Sylhet 
 
 
5. Individual Level Facilitators and Barriers of Contraception Provision 
 
Girls with high educational achievement are more likely to use family planning.  
When asked why adolescent girls use modern contraception, health workers in 
Khulna and Sylhet discussed the confluence of early marriage and formal education. 
Universally, health workers said that girls with more education are more likely to use 
contraception. They specified that girls who marry at a young age are less likely to 
continue their studies, however, in some instances, modern contraception is sought by 
girls so they may continue their education after marriage.  
“Many times it can be seen that the adolescents who had early marriage want to 
study … they themselves, with their own interests, take modern methods.”  – MO, 
Sylhet 
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“If she conceives, then her education will not be proper...If she isn’t 18, and her 
education is not complete, that's why she asks to use [contraception].”  – FWV, 
Khulna 
 
An NGO worker explained that her research in Khulna found that girls who are 
married at a very young age (i.e., 13 to 15 years) are less likely to continue their 
education after marriage. In comparison, adolescent girls who marry later (i.e., 16 to 18 
years of age) are more likely to continue their education and use modern contraception.  
“Because in Khulna, many girls are married but still continue school. And if they 
are 16 or 17, we've found that they use the contraception. Sometimes, they do not 
tell their husband, but they are using secretly.”  – NGO Representative, Dhaka 
 
In Khulna, an FWV elaborated on the trade-off between education and childbearing:  
“Those who are educated, they are in their 30s, but they cannot be mothers [due 
to infertility]. Ok? But, those who are illiterate, they are 12 or 13 years old, and 
many come [to us] who are pregnant.”  – FWV, Khulna 
 
 
Adolescent girls associate delayed pregnancy with better health and quality of life.   
Additionally, health workers in Khulna and Sylhet reported that girls associate 
modern contraception use with good health, wealth, and better quality of life. Participants 
noted that their adolescent clients believe that giving birth for the first time after age 20 is 
healthier, especially compared to childbearing during early adolescence. Health workers 
also explained that girls perceive delaying their first pregnancy as an opportunity to 
establish financial stability and enjoy life with her husband as newlyweds, without the 
pressure of raising children.  
“Right after marriage there are many who don't want to have children. They want 
one two years to enjoy the freedom.” – FWV, Khulna 
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“Many think: ‘Our economic state is a little fragile. I just got married, after being 
a little more financially stable, then I'll have children.’” – FWV, Sylhet 
 
“After marriage, they want to have a ‘honeymoon period’ to enjoy their freedom 
as couple. If she conceives, then the girl gets a little unwell. To avoid being 
unwell, those who are educated, they think, ‘Let's enjoy these 1 or 2 years.’ They 
live life as carefree couple, then they have children.” – FWV, Khulna  
 
 
One MO in Sylhet explained that adolescent girls also use contraception to avoid 
pregnancy as a result of intimate partner violence or family problems. 
“But many times, our girls do not want to have kids. Why do they think such? One 
of the major reasons, her family has various problems. Maybe she is tormented by 
her husband, or such problems in family. She then does not want to [have 
children]. If she then thinks in future she may have divorce, she will use them 
[contraceptives].” – MO, Sylhet 
 
Awareness of modern contraception has increased among adolescent girls; however, 
knowledge of contraceptive options is limited. 
All health workers reported that in recent years, girls’ knowledge and awareness 
of family planning and modern contraception has greatly increased in both Khulna and 
Sylhet due to national efforts to improve provide education about the benefits of family 
planning.  
“Now, people are very aware. They do not want to have a baby so soon. They 
want to have a child later.” – FWA, Khulna 
 
“Modern methods are very fine and easy. Nowadays, girls are educated and it is 
easy for them to use [contraception]. That is why, [with] modern methods, like 
pills or condoms, it becomes easy.” – FWA, Sylhet 
 
“Oh god! If we are ever late [to a house visit], then...they scold us. They contact us 
by cellphone to ask where we are, if we are late.” – FWA, Khulna 
 
 
 An NGO worker explained that while awareness of family planning has generally 
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increased, knowledge of the full range of contraceptive options is limited.  She reflected 
on her personal experience and that of her friends: 
“There's not much of awareness on sexual and reproductive health or what 
method to use. So, pills and condoms we know. Even from my experience, and 
from my friends, I can say that we know only these two things are available, but 
Copper-T or Norplant, we did not know of these.”  – NGO Worker, Dhaka 
 
 While not widely reported by participants, an FWA in Sylhet ascribed incorrect 
use of oral contraceptives to lack of knowledge, or misunderstanding of dosage 
instructions. Specifically, some adolescents think they only need to take a pill on the days 
they are sexually active. 
“They think: ‘Tonight I had sex with my husband, I consume the pill tonight. This 
will recover tonight. After that I don’t need it.’ That is her misconception.” – 
FWA, Sylhet  
 
 
Adolescent girls believe hormonal contraceptive methods cause infertility is a major 
barrier to acceptance.  
 
 When asked for reasons adolescent girls do not use modern contraception, health 
works spoke about girls fears that hormonal methods cause infertility. Despite a recent 
increase in awareness of modern contraception, health workers are still challenged with 
fear and misinformation among adolescent clients, which impedes public acceptance—
especially for contraceptive use before birth of the first child.  In Khulna and Sylhet, 
health workers report that clients’ fears about the side effects of modern contraception, 
especially hormonal methods, are a barrier to use, and can also result in discontinuation.  
”All the methods have problems. No method is without problems…Yes, they 
[adolescent girls] are scared. They think it is a hassle. They do not want to take 
[methods].”  –  FWA, Sylhet 
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”It can be seen—after pill consumption—that nausea can take place or vomiting 
symptoms. If it sustains, then out of fear, they do not want to consume.” – FWA, 
Khulna 
 
 Significantly, health workers reported that among adolescent girls, there is 
widespread belief that contraception causes infertility or difficulty conceiving. In 
particular, recently married adolescent girls are scared to use contraception before the 
birth of their first child out of fear that they will be unable to conceive later and that they 
will be blamed for infertility. Furthermore, infertility is perceived by girls to result in 
marital problems. 
“Many times girls don’t use any methods in the first years [of marriage] because 
they think it is risky. They fear they may face problems conceiving in later days.” 
– FWV, Sylhet 
 
“They do not want to use methods because, usually 5% of women are never able 
to be mothers god-giftedly [are unable to conceive] and 5% of men cannot be 
fathers [due to infertility]. But, that blame [for infertility], it goes to the women. 
That is why girls want to have children right after marriage. If she takes the pill… 
the blame goes to the pill. That is why girls do not want to use methods.” – FWV, 
Khulna 
 
“Actually, adolescents fear using contraceptives before the first child. So here we 
can do it this way, we can let them know about every possible advantage and 
disadvantage. – FWA, Sylhet 
 
”Many are not likely to take the contraceptives before the birth of the first child 
as they are scared that maybe their fertility will decrease, or [that] later on they 
will face problems of being parents [infertility]—it can make their relationship 
worse off.” – MO, Sylhet 
 
 
As previously described, community members and even some health workers 
incorrectly believe that hormonal contraceptive methods cause infertility or reduced 
fertility, indicating this spans multiple levels of the social ecological model.  
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Table 14: Summary of Individual Level Facilitators and Barriers of Contraception 
Provision 
Finding Facilitator or Barrier? 
Khulna or 
Sylhet? 
Girls with high educational achievement are more likely to use 
family planning.  Facilitator 
Khulna and 
Sylhet 
Adolescent girls associate delayed pregnancy with better health 
and quality of life.   Facilitator 
Khulna and 
Sylhet 
Awareness of modern contraception has increased among 
adolescent girls, however knowledge of contraceptive options 
is limited. 
Facilitator and 
Barrier  
Khulna and 
Sylhet 
Adolescent girls believe hormonal contraceptive methods cause 
infertility is a major barrier to acceptance.  Barrier 
Khulna and 
Sylhet 
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C. Discussion 
 
I conducted focus group discussions and key informant interviews with health 
workers in Bangladesh to understand their experiences and perspectives on providing 
family planning services to adolescent girls— who have only recently become a focus for 
sexual and reproductive health services programming. This study identified factors at all 
levels of the social ecological model [67]— health policy, health systems, community, 
interpersonal, and individual levels— that influence use of modern contraception by 
adolescent girls. Additionally, many facilitators and barriers of modern contraceptive 
services provision to adolescent girls span multiple levels of the social ecological model, 
with the macro levels of the model providing critical context for findings at the micro 
levels. Difference in the provision of family planning services to adolescents were 
identified in two regions of the country, one classified as high-performing with regard to 
family planning services, and the other classified as low-performing. 
Aligned with the MOH’s development and implementation of strategic plans for 
adolescent sexual and reproductive health [106, 154], health workers reported an 
increased awareness and acceptance of family planning among girls, their families, and 
the communities where they live.  Findings indicate efforts are underway in Bangladesh 
to incorporate adolescent-friendly standards into health programs. This includes training 
health workers on the importance of maintaining confidentiality with their adolescent 
clients, collecting feedback for adolescents and incorporating their recommendations into 
programs and policies, and developing spaces that are welcoming and appealing to 
adolescents.  
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Additionally, national efforts are underway to teach adolescents about 
reproductive health at school, since many parents do not provide this information to their 
children at home. While this is an important first effort to fill a critical knowledge gap, a 
standardized curriculum is reportedly absent, and lessons focus primarily on reproductive 
development, failing to provide comprehensive sexual education inclusive of family 
planning options and information on preventing sexually transmitted infections. 
Furthermore, girls who are not enrolled in school—frequently those married at a young 
age and at high risk of early pregnancy—may be overlooked by these efforts. 
Despite efforts to improve family planning services for adolescents, there is 
opposition to WHO standards for adolescent-friendly health services [56], as current 
health policy in Bangladesh limits contraceptive access for adolescents in several ways. 
Per national regulations, unmarried adolescents are not eligible to receive government-
sponsored contraceptive services [71, 105, 155]. In contrast, WHO recommends that 
health services for adolescents should be equitable, and should not restrict the provision 
of health services on any terms [56]. Lack of contraceptive services puts sexually active 
unmarried adolescents at risk for unwanted pregnancies and sexually transmitted 
infections. In Bangladesh, pregnancies among unmarried adolescent girls are frequently 
terminated by untrained traditional providers [156], resulting in complications [95]. 
While sexual activity among unmarried adolescents in Bangladesh has not been studied, 
NGO leaders and health providers anecdotally report sexual activity is somewhat 
common, if not widespread.   
Furthermore, the contraceptive methods available to nulliparous women in 
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Bangladesh are limited. Health workers explained that girls who marry during early 
adolescence often seek modern contraception to delay their first pregnancy for several 
years, or until they reach 20 years of age. However, current regulation in Bangladesh 
limits contraception for nulliparous adolescent girls to condoms, oral contraceptives, and 
implants, which may not meet the needs of all nulliparous girls [157]. While the MOH’s 
family planning manual does not provide a reason for preventing adolescents’ access to 
these methods [157], it is likely that long-term and permanent methods are not considered 
suitable for nulliparous girls due to social expectations that girls should conceive shortly 
after marriage. WHO’s standards for adolescent-friendly services, however, state that 
policies should be appropriate, defined as fulfilling the needs of all adolescents [56], 
regardless of parity or marital status.   
Provision of modern contraception to adolescent girls in Bangladesh is poorly 
timed, putting married and unmarried girls at risk for unwanted pregnancies. Citing 
health policy, the majority of health workers do not provide contraception to unmarried 
women. While unmarried adolescents may theoretically obtain condoms or oral 
contraceptives from a pharmacist, the negative social consequences of being caught are a 
prohibitive barrier. Health workers report that married girls are increasingly choosing to 
delay childbearing by several years, especially those who marry at a young age or have 
more education. However, newlyweds are expected to consummate their marriage the 
evening of the wedding, therefore the interval between marriage and first sex is very 
short, and the window for health workers to provide family planning is very narrow. A 
previous study conducted in Bangladesh found that married sisters, sisters-in-law, and 
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other older women who are untrained in family planning frequently provided oral 
contraceptives to girls on their wedding day. Little consideration was given to the girl’s 
reproductive intentions, including whether or not she wanted to take the pill.  Instructions 
on how to take the pill were limited and girls were not taught about sex or their bodies 
[124].   
Effective delivery of health services to adolescents stipulates that healthcare 
providers have the prerequisite knowledge and skills to work with adolescents and 
provide them with the required health services [56]. Focus group discussions found that 
health workers are adept at recognizing eligibility for contraceptive methods based on 
marital status and parity. However, like many community members, some health workers 
believe that hormonal methods reduce fertility, or they are uncertain of the facts. 
Consequently, some were hesitant or reluctant to provide oral contraceptives or implants 
to nulliparous girls. Furthermore, health workers described special considerations and 
strategies for counseling adolescent clients, though none had received training on the 
topic. FWVs and FWAs expressed universal interest in receiving training on family 
planning for adolescents. Others want refresher trainings to clarify areas of uncertainty, 
or because their last training was several years ago. Many MOs had also not received 
training to counsel adolescents on contraceptive methods; however, this group was less 
interested, citing that their interaction with adolescents generally begins after conception, 
indicating they do not consider contraceptive services provision within their scope of 
professional responsibilities. 
In Khulna and Sylhet, all cadre of health workers—medical officers, family 
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welfare assistants, and family welfare visitors—believe that hormonal contraceptives 
cause infertility or reduce fertility. Health workers in both divisions also reported this 
misinformation among adolescent girls, their husbands and mothers-in-law, and 
community members. While previous studies have also identified community-level 
rumors that hormonal methods negatively impact fertility [119, 124], to my knowledge, it 
had not been reported at the health systems level. This finding has major consequences 
for modern contraception provision and utilization. Some health workers reported 
hesitation to provide oral contraceptives due to lack of their lack of understanding the 
side effects, while others may unknowingly spread false information in the communities 
where they work and live. Furthermore, health workers reported on nulliparous 
adolescent girls and their family members' reluctance to use contraception due to fertility 
concerns, suggesting that efforts to prevent early childbearing may be hindered by 
pervasive false information.  
Consistent with previous research, I found that socio-cultural norms and Muslim 
religion continue to hinder acceptance and access to family planning services in 
Bangladesh [108, 152, 158]. Health workers and NGO personnel communicated that 
religious leaders are being trained on the benefits of preventing early marriage, as well as 
using contraception to prevent early pregnancies. Notably, FWAs and FWVs in Sylhet 
reported greater resistance to contraceptive acceptance from religious leaders and 
community members than those in Khulna. Furthermore, health workers in Khulna 
strategically thread discussion of modern contraception into conversations with religious 
leaders, while health workers in Sylhet do not attempt to speak with religious leaders. 
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Furthermore, religious leaders’ reticence to family planning was more commonly 
reported in Sylhet, possibly making it more difficult for service providers to initiate these 
conversations. While past studies have not investigated the regional influence of religion 
on contraceptive use in Bangladesh, it is notable that Muslim religion is associated with 
lower contraceptive use [152], and a greater percentage of the population of Sylhet is 
Muslim (93%) [159] compared to Khulna (76%) [160].  
My study found variable decision-making autonomy for adolescent girls with 
regard to modern contraception. In contrast to the findings presented here, previous 
research concluded that adolescent girls in Bangladesh have low decision-making 
autonomy with regard to contraception and fertility preferences [123, 124]. While health 
workers support girls and their families’ decision-making regarding contraceptive use, 
those working in Khulna reported that some girls make their contraceptive decisions 
without input from their families, and others consult their husbands or mothers-in-law for 
advice.  In Sylhet, the decision was almost exclusively made by the girl’s husband or 
mother-in-law, and girls were not reported to independently decide on contraception. 
Nationally representative survey data indicate that in Khulna, 72% of women of all ages 
are allowed to go a hospital or health center alone, compared to 64% in Sylhet, 
suggesting that freedom of movement may offer girls in Khulna more opportunities to 
make contraceptive decisions independent of her family members. The same survey 
reported that 60% of women in Khulna are able to make decisions about their own 
healthcare, versus 55% of those in Sylhet [80].  Additional research on regional 
differences in adolescent autonomy and the link to contraceptive use in this population is 
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recommended. 
Paradoxically, all health workers counsel adolescent girls about the importance of 
modern contraception and listen to their needs and concerns. However, regional 
differences emerged in the degree to which health workers advocate for the preferences 
of their adolescent clients. In Khulna, health workers reported prioritizing the girl’s 
decision over that of her husband or mother-in-law and counselling mothers-in-law to 
support the girl’s preference. By contrast, heath workers in Sylhet give greater priority to 
the husband’s preferences, and some only discuss contraception if the girl’s husband or 
mother-in-law are also present. This finding has not been previously reported in 
Bangladesh and warrants further investigation. In Nigeria, provider bias has been found 
to influence the provision of contraceptives to female adolescents and young adults [161]. 
Moreover, numerous programs seeking to scale adolescent-friendly health services have 
concluded that providers’ negative attitudes toward adolescent sexuality and use of 
family planning thwart provision of services, as confirmed by adolescents seeking those 
services [71, 72, 74-76].   
 Unlike Sylhet, adolescent girls in Khulna were not reported to use contraception 
secretly, or without notifying their husbands. There are several possible explanations for 
this difference. As previously noted, health workers in Khulna reported advocating for 
their adolescent clients’ contraceptive preferences and seeking consensus from all family 
members involved in the decision, whereas health workers in Sylhet accept the decisions 
of girls’ husbands and mothers-in-law. Additionally, religious leaders in Sylhet are less 
accepting of family planning compared to those in Khulna. Consequently, adolescent 
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girls in Khulna may have few reasons to seek contraception in secret.    
Higher academic achievement for girls and greater family wealth were identified 
by health workers as facilitators associated with contraceptive use among adolescents, 
and are corroborated by previous research [114, 121]. These factors may also contribute 
to regional differences in contraceptive use, with 50% of women in Khulna completing 
secondary school or a higher level of education, as compared to 33% in Sylhet.   
Furthermore, low socioeconomic status is more common in Sylhet with 29% of the 
households falling in the lowest wealth quintile versus 18% in Khulna [80]. 
This study has several limitations. Focus group participants were selected using 
convenience sampling in rural regions of Bangladesh, and therefore may not be 
representative of the perceptions of health workers in other areas of Khulna and Sylhet. 
Additionally, while findings were reviewed by experts in adolescent reproductive and 
sexual health in Bangladesh, the data collection timeframe did not permit member checks 
with the participating health workers.  
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CHAPTER 7: RECOMMENDATIONS 
 
The norm of early childbearing is shifting in Bangladeshi society. Promotion of 
modern contraception and access to high-quality family planning services are critical for 
the health and wellbeing of adolescent girls. Family planning prevents early childbearing, 
improves birth spacing, leads to higher educational achievement, and subsequently higher 
wages and assets for women, and better nutrition for women and their children [7]. Since 
its incorporation into law and policy in 1976 [99, 100], family planning has greatly 
reduced the total fertility rate in Bangladesh [80, 83, 118]. The United Nations and the 
Government of Bangladesh have identified provision of family planning services to 
adolescents as a critical next step in in family planning programming [12, 81].   
The following recommendations are based primarily on the findings of my 
quantitative (Chapter 5) and qualitative research, and are supported by my literature 
review (Chapters 1-3). The goals of these recommendations are to reduce early 
childbearing, strengthen family planning services, and increase use of modern 
contraception among married adolescent girls in Bangladesh. Aligned with the Social-
Ecological Model, the recommendations are designed to be complementary and intervene 
at the policy, health systems, community, interpersonal, and individual levels. The 
recommendations are presented below and summarized at the end of this chapter, in 
Table 15. 
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1. Expand education opportunities for married adolescent girls. 
 Summary of Need: Early marriage, a human rights violation, is associated with 
early childbearing in Bangladesh. Education for girls improves their health, economic 
opportunities, and overall wellbeing. My quantitative (Chapter 5) and qualitative 
(Chapter 6) research findings indicate that adolescent girls who continue their education 
after marriage are more likely to use modern contraception, although, a higher level of 
education was not associated with increased use of contraceptives (Chapter 6).  
Detailed Recommendation: Prevention of early marriage is a critical component 
of efforts to reduce early childbearing in Bangladesh. In the context of early marriage, 
keeping girls in school after marriage was associated with increased contraceptive use 
among adolescents. In partnership, the Ministries of Health and Education should 
investigate successful strategies to encourage high matriculation rates for married 
adolescent girls. Strategies for consideration are financial incentives for keeping girls in 
school, re-engaging girls who have dropped out of school, and community-based 
promotion of the value of girls’ education. 
Expected Impact: Keeping married girls in schools will increase use of modern 
contraceptives, consequently reducing early childbearing and increasing economic 
opportunities for girls. 
 
2. Conduct trainings with healthcare workers on provision of family planning 
services to adolescents, inclusive of modules designed to eliminate provider-bias 
against contraceptive use among adolescents, and to dispel misinformation about 
the side effects of contraceptives.  
  
Summary of Need: Focus group discussions conducted with a total of 60 health 
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workers in Khulna and Sylhet found that none of the participants had received family 
planning training specific to adolescent clients, with some expressing bias against 
providing services to this group (Chapter 6). Pervasive misinformation that hormonal 
methods, especially oral contraceptives, reduce fertility or cause infertility were also 
identified. For this reason, many providers reported reluctance to provide oral 
contraceptives to nulliparous girls. Additionally, analyses of 2014 BDHS data indicate 
that family planning community health workers visit adolescent girls infrequently, and 
visits were not associated with increased use of modern contraceptive methods (Chapter 
5). 
Detailed Recommendation: Conduct training with health care providers to 
strengthen the provision of family planning services to adolescents. The MOH should 
serve as the coordinating body that engages the deputy directors of family planning in 
each division of the country, and to NGOs that provide reproductive health training and 
services. Training topics should be informed by a needs assessment designed to identify 
areas in which providers demonstrate low levels of knowledge or skill. Furthermore, 
health workers may be engaged in designing the curriculum, including providing 
feedback on factors such as content, training modalities, and frequency of refresher 
trainings. At a minimum, training topics should include the following:  
 The importance of family planning for adolescents—regardless of their socio-
demographic characteristics, including anti-bias training tailored to respond to 
the societal norm that adolescents should have a child soon after marriage. 
 The importance of delaying pregnancy until after adolescence, including the 
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health and socio-economic benefits of delayed childbearing for the mother, 
child, and family.      
 The full range of modern contraceptive methods available in Bangladesh, and 
their mechanisms of action.  
 The side effects of contraceptive methods and clarification that hormonal 
methods do not reduce fertility or cause infertility. 
 Strategies for building rapport with adolescent clients and counseling 
adolescent girls about family planning, including the harms of early 
childbearing, the benefits of family planning and delayed childbearing, and 
the potential side effects of contraceptive methods. 
 Approaches for educating girls’ husbands or family members about the 
benefits of family planning and delayed childbearing, harms of early 
childbearing, and the potential side effects of contraceptive methods. 
 Strategies for advocating for girls’ preferred contraceptive method with their 
husbands, families, or other individuals who are influential or involved in the 
decision-making process.  
 The importance of and strategies for maintaining adolescents’ privacy and 
confidentiality when providing health services to adolescent clients.   
Traditional didactic trainings in the existing National Family Planning curriculum 
should be blended with interactive training modalities, whereby training participants are 
engaged in roleplaying activities that require application of newly learned information. 
Roleplaying scenarios should incorporate common challenges faced by family planning 
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service providers when working with adolescent girls, their husbands, and families. The 
MOH and collaborating NGOs should oversee implementation of the training curriculum, 
building upon the existing training-of-trainers model. Additionally, to build workforce 
capacity, training on adolescent-friendly family planning services should be integrated 
into the health professional training curriculum at medical and nursing schools. Refresher 
trainings should be conducted with healthcare professionals, and must include policy and 
program updates, as well as provision of newly available contraceptive methods. 
Expected Impact: Training healthcare workers to provide family planning services 
to adolescents will improve quality of care, increase acceptability of services to 
adolescent clients, and contribute to increased demand for services.   
 
3. Expand contraceptive access to the full range of modern contraceptive methods 
available in Bangladesh to nulliparous married adolescents. 
Summary of Need: Current regulation in Bangladesh limits contraceptive access 
for nulliparous married adolescent girls to condoms, oral contraceptives, and implants 
(Chapter 6). These methods may not meet the needs of all adolescents. Healthcare 
providers explained that many girls and their families believe that oral contraceptives 
have harmful side effects, and some husbands refuse to use condoms. While educational 
efforts detailed in the other recommendations respond to these challenges, providing 
alternative methods may encourage use of contraceptives in the meantime.   
Detailed Recommendation: The MOH should provide adolescent girls access to 
all modern contraceptive methods available in Bangladesh. These additional methods 
include: injections, IUDs, and tubectomy [157]. Girls should be counseled on the full 
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range of options available and aided in selecting the right method for their unique needs 
and circumstances.  
Expected Impact: Offering additional modern contraceptive methods to 
adolescents will provide alternatives to girls who are not satisfied with existing methods. 
 
4. Continue engaging religious leaders in education about the benefits of family 
planning. 
Summary of Need: Resistance to contraceptives from Islamic religious leaders 
hinders acceptance and use of modern contraception. Islamic leaders commonly cite 
implants and IUDs as barriers to prayer and funeral rituals, thereby discouraging their use 
(Chapter 6). The current handbook [162] used to educate religious leaders does not 
address these barriers.   
Detailed Recommendation: To increase acceptance, NGOs and other 
organizations implementing family planning programs should continue to engage 
religious leaders, focusing on regions where religiously based resistance is more 
prevalent. Past initiatives to engage religious leaders in family planning “sensitization” 
programs have helped to increase their acceptance of modern contraception (Chapter 6). 
However, additional efforts are required to further foster the acceptance of contraceptive 
methods among Islamic religious leaders. Organizations implementing these efforts 
should target widely held concerns, such as the fear that implants and IUDs are obstacles 
to prayer and funeral rituals. Additionally, these trainings should focus on religious 
barriers identified locally, as religious-based concerns about contraceptive use may vary 
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regionally. Islamic scholars and leaders who accept modern contraceptive use are 
essential partners in developing educational materials and championing the cause with 
other religious leaders.  
Expected Impact: Continued education on the benefits of modern contraception 
and prevention of early pregnancy will increase religious leaders’ acceptance of 
contraceptive use. 
 
5. Standardize school-based sexual and reproductive health curriculum, inclusive 
of education on sexuality and contraceptive methods. 
Summary of Need: While efforts are underway to incorporate reproductive health 
education into the national school curriculum, there are numerous opportunities for 
improvement. The current approach lacks standardization, failing to provide a 
comprehensive sexual education that is inclusive of family planning options and 
information on preventing sexually transmitted infections.  
Detailed Recommendation: The Ministries of Health and Education should 
engage in a collaborative effort to develop and implement a standardized school-based 
curriculum for sexual and reproductive health. Aligned with Bangladesh’s goals to 
improve adolescent reproductive and sexual health, the curriculum needs to teach 
students not only about puberty, but also: 
 The benefits of delaying pregnancy until after adolescence. 
 Sexuality and sexual health, including use of modern contraception to prevent 
unintended pregnancy and sexually transmitted infections.  
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 The full range of modern contraception available, including safety, efficacy, and 
correct use of each method.  
 Partner communication and negotiation of decisions on contraceptive use and 
pregnancy. 
 The importance of spousal communication over desired number of children, as 
well as use of family planning to avoid unwanted pregnancy. 
Successful implementation of the national curriculum requires that those leading the 
classroom-based education are trained to provide non-biased reproductive health 
education to students. To help students feel at ease and promote learning and 
engagement, education should be delivered in a safe and supportive learning environment 
where male and female students are in separate classrooms. The merit of an 
empowerment-based approach integrates human rights and gender equality as part of 
comprehensive sexual and reproductive health education. Furthermore, the school-based 
curriculum should be evaluated, and quality improvement activities should be 
implemented.  
Expected Impact: A standardized curriculum will improve the quality of 
adolescent sexual and reproductive health education, students’ knowledge of these topics, 
reduce early childbearing, and increase demand for family planning services. 
 
6. Expand BDHS eligibility criteria to adolescent girls less than 15 years of age. 
 
Summary of Need:  BDHS does not collect data about the family planning needs 
of girls less than 15 years of age.  However, by age 15, 16.3% of females in Bangladesh 
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were married, 15.0% were sexually active, and 9.2% were pregnant or had given birth 
[80].     
            Detailed Recommendation: In order to understand and respond to the reproductive 
health and family planning needs of girls less than 15 year of age, BDHS should expand 
participant eligibility to include younger adolescent girls.  
Expected Impact: The systematic collection of nationally representative data 
through BHDS will provide information about the family planning needs of married 
younger adolescents and will enable the MOH and NGOs to implement policies and 
programs.   
 
7. Conduct a media campaign that communicates the benefits of delaying pregnancy 
until after adolescence and educates the public that modern contraception is a safe 
and effective strategy to prevent early childbearing.  
Summary of Need: Acceptance and use of family planning for women with one or 
more children has increased in Bangladesh. For adolescent girls, however, acceptance and 
use of modern contraception is lagging. At the community level, there is pervasive 
misinformation that modern contraception reduces fertility, causes infertility, or has other 
harmful side effects (Chapter 6). While recommendations for training health workers and 
for a standardized school-based curriculum are designed to reduce early childbearing and 
increase acceptance and use of modern contraceptives among adolescents, recently 
married adolescent girls experience pressure from family and community members to 
have a child shortly after marriage. This recommendation therefore complements the 
previous recommendations by reducing interpersonal and community-level barriers to 
contraceptive use. 
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Detailed Recommendation: A national media campaign is needed to communicate 
the benefits of delaying first birth until after adolescence to the public. Modern 
contraption should be presented as a safe and effective mechanism to delay pregnancy, 
along with clarification that it does not reduce fertility or lead to infertility. The media 
campaign could be implemented through multiple channels so that it reaches a wide-
ranging audience. Channels for dissemination may include: social media, television, 
radio, and print media. Key messages to include in the media campaign are as follows:     
 Delaying pregnancy until after adolescence is beneficial for the health and socio-
economic wellbeing of girls, their children, and their families. 
 Family planning is a safe and effective way to delay early pregnancy and prevent 
unwanted pregnancy. 
 Use of modern contraceptives can help adolescent girls finish their education 
before becoming mothers. 
 Modern contraceptive methods do not reduce fertility or cause infertility. 
 Healthcare providers are available to help adolescent girls select a method that is 
appropriate for their circumstances. 
Expected Impact: The media campaign will increase community-level acceptance 
of delaying pregnancy, dispel the pervasive misinformation that contraceptives diminish 
fertility, and will ultimately decrease adolescent pregnancy through increased demand for 
and use of contraceptives.  
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8. Conduct research to measure the prevalence of sexual activity among unmarried 
adolescents, and assess contraceptive needs of married and unmarried 
adolescents. 
Summary of Need: Owing to current health policy that restricts unmarried 
adolescents from receiving government-sponsored contraceptive services, which is 
deeply rooted in the cultural value placed on restricting premarital sex, the current extent 
of sexual activity among unmarried adolescents in Bangladesh is mostly unknown. NGO 
leaders and health providers reported that sexual activity may be somewhat common, if 
not widespread (Chapter 6). However, systematic study of sexual activity and the need 
for family planning services among unmarried adolescents is lacking, yet challenging.  
Detailed Recommendation: To successfully provide family planning services that 
meet the needs of all adolescents, research is recommended to assess the prevalence of 
sexual activity among unmarried adolescents—a group at high risk for unwanted 
pregnancy. Inclusion of unmarried adolescents in BDHS is one strategy to track trends in 
family planning needs and service utilization. Additionally, in order to ensure services are 
acceptable to adolescents—defined by WHO as health services that “are provided in 
ways that meet the expectations of adolescent clients” [56], research is required to 
understand their potential family planning needs and preferences. Given the high cost of 
conducting research, the MOH and NGOs should consider engaging funders and family 
planning scholars in research activities. In order to maximize available resources and the 
impact of research, the MOH should establish a shared and coordinated research agenda 
with stakeholders. While some interviewees working at NGOs expressed support for 
monitoring family planning needs and service utilization by unmarried individuals, this 
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recommendation may be controversial among the general public and some health 
workers, and therefore must be approached with caution so as to not further marginalize 
unmarried adolescents who are sexually active.     
 Expected Impact: Research on the potential contraceptive needs of unmarried 
adolescents will help inform consideration of policy changes that expand contraceptive 
access to these adolescents.  
 
9. Consider need to expand contraceptive access to all adolescents, regardless of 
marital status. 
 
  Summary of Need: As reported by some NGO leaders and health workers, 
premarital sexual activity among adolescents may be somewhat common, if not 
widespread. Health regulations in Bangladesh, however, prohibit unmarried adolescents 
from receiving government-sponsored contraceptive services, and social conservatism 
and stigma severely restrict girls from accessing non-governmental services (Chapter 6).  
 Detailed Recommendation: If research conducted on the extent of premarital 
sexual activity among adolescents (Recommendation 7) identifies a need to expand 
contraceptive services to unmarried adolescents, the MOH should lead national efforts to 
expand contraceptive access to all adolescents. Building on the momentum of the 
Adolescent Reproductive Health Strategy (Chapter 6), the MOH should continue 
engaging stakeholders to identify strategies to implement contraceptive services for 
unmarried adolescents. At a minimum, successful implementation will require: 
 Engaging healthcare providers to understand the training and support needed to 
effectively provide contraceptives to unmarried adolescents. 
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 Training healthcare providers in the provision of modern methods to unmarried 
adolescents, including anti-biased training. 
 Engaging healthcare facility administrators and supply chain officials to plan for 
and respond to a potential increased demand for contraceptive methods and 
services.  
 Communicating benefits of the new policy to the general public. 
Expected Impact: Expanding contraceptive access to all adolescents will support 
reduction of unwanted pregnancies among unmarried adolescents. 
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Table 15: Summary of Recommendations 
Recommendation Implementer Beneficiary 
Expand education opportunities for married adolescent 
girls. 
Ministries of 
Education and 
Health 
Adolescent girls 
Conduct trainings with healthcare workers on provision 
of family planning services to adolescents, inclusive of 
modules designed to eliminate provider-bias against 
contraceptive use among adolescents, and to dispel 
misinformation about the side effects of contraceptives. 
MOH and NGOs Health workers, adolescent girls 
Expand contraceptive access to the full range of modern 
contraceptive methods available in Bangladesh to 
nulliparous married adolescents. 
MOH Nulliparous girls 
Continue engaging religious leaders in education about 
the benefits of family planning. 
MOH, Islamic 
scholars accepting 
of contraceptive use 
Religious leaders, 
community 
members, 
adolescents 
Standardize school-based sexual and reproductive 
health curriculum, inclusive of education on sexuality 
and contraceptive methods. 
 
Ministries of 
Education and 
Health 
Teachers, 
adolescents 
Conduct a media campaign that communicates the 
benefits of delaying pregnancy until after adolescence 
and educates the public that modern contraception is a 
safe and effective strategy to prevent early childbearing. 
MOH General public, adolescents 
Conduct research to measure the prevalence of sexual 
activity among unmarried adolescents, and assess 
contraceptive needs of married and unmarried 
adolescents. 
MOH, NGOs, and 
family planning 
scholars 
MOH, NGOs, 
adolescents 
Expand BDHS eligibility criteria to adolescent girls less 
than 15 years of age. MOH, NGOs 
MOH, NGOs, 
adolescent girls 
Consider need to expand contraceptive access to all 
adolescents, regardless of marital status. MOH Adolescent girls 
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Conclusion 
 
 Early childbearing is deeply rooted in Bangladeshi cultural norms. This chapter 
presented recommendations to reduce early childbearing, strengthen family planning 
services for adolescents, and promote use of modern contraception among married 
adolescent girls in Bangladesh. Aligned with the Social-Ecological Model that guided my 
research, the recommendations aim to intervene at all levels:  
1) At the policy level, expand educational opportunities for married adolescent 
girls, expand access to the full range of modern contraceptive methods for 
married adolescents, and assess the extent of sexual activity among unmarried 
adolescents.   
2) At the health systems level, strengthen family planning services by training 
health workers to work with adolescent clients, inclusive of eliminating 
provider bias and misinformation about the side effects of contraceptives. 
3) At the community level, continue engaging religious leaders on the benefits 
of family planning and conduct a media campaign on the benefits of delaying 
pregnancy until after marriage, and on the benefits and safety of using 
modern contraceptives to prevent early childbearing. 
4) At the interpersonal level, training for health workers should include 
strategies for providers to advocate for girls’ family planning preferences 
with their husbands and family members. 
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5) At the individual level, educate adolescents on sexual and reproductive 
health, inclusive of family planning methods, through a standardized school-
based curriculum.     
 
A multi-pronged and coordinated approach is needed to overcome the persistent 
and deeply rooted cultural norms that impede adolescent use of family planning services 
and modern contraceptives in Bangladesh. As demonstrated by Bangladesh’s success in 
reducing the total fertility rate, leadership and commitment from the Ministry of Health 
and support from the international donor community are required. 
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 Appendix A: Analytic Variables for Aim 1  
Variable 
Label 
(BDHS 
Variable 
Name) 
BDHS Question  
(Question Number) 
 
BHDS Coding 
Categories 
Analytic Notes 
DEPENDENT VARIABLE 
Modern 
Contraception 
Use 
Are you currently doing 
something or using any 
method to delay or avoid 
getting pregnant? (303) 
 
If 303= YES: Which method 
are you using? (304) 
 
1 = MODERN 
METHOD 
0 = TRADITIONAL 
METHOD OR NO 
METHOD 
Derived Variable:  
MODERN METHOD:  
Question 303: 1 = YES 
and 
Question 304: 
A= FEMALE 
STERILIZATION 
B = MALE 
STERILIZATION 
C = IUD 
D = INJECTABLES 
E = IMPLANTS 
F = PILL 
G = CONDOM 
TRADITIONAL 
METHOD OR NO 
METHOD 
Question 303: 1 = YES 
and 
Question 304: 
H = LACTATIONAL 
AMEN. METHOD 
I = SAFE 
PERIOD/PERIODIC   
ABST. 
J = WITHDRAWL 
X = OTHER, SPECIFY: 
OR 
Question 303: 2=No 
INDEPENDENT VARIABLES  
Socio-Economic Characteristics of the Girl  
Type of place 
of residence 
Check Urban Area (100A) 
Check Rural Area (100A) 
1 = URBAN 
2 = RURAL 
N/A 
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Variable 
Label 
(BDHS 
Variable 
Name) 
BDHS Question  
(Question Number) 
 
BHDS Coding 
Categories 
Analytic Notes 
(V102) 
Wealth 
Quintile 
(V190) 
 
Derived by BDHS with 
principal component analysis 
1 = LOWEST 
2 = LOW 
3 = MIDDLE 
4 = HIGH 
5 = HIGHEST 
N/A 
Religion 
(V130) 
What is your religion? (113) 1 = ISLAM 
2 = HINDUISM 
3 = BUDDHISM 
4 = 
CHRISTIANITY 
6 = OTHER 
Derived Variable:  
ISLAM 
1 = ISLAM 
OTHER 
2 = HINDUISM 
3 = BUDDHISM 
4 = CHRISTIANITY 
6 = OTHER 
Age (V012) Derived by BDHS N/A Derived Variable 
Younger Adolescent (15 
to 16 years)  
Older Adolescent (17 to 
19 years)  
 
Highest 
education 
level 
(V106) 
What is the highest level of 
school you attended? (105) 
0=NO 
EDUCATION 
1 = PRIMARY 
2 = SECONDARY 
3 = HIGHER 
 Derived Variable 
NONE/PRIMARY 
SCHOOL 
0=NO EDUCATION 
1 = PRIMARY 
SECONDARY 
HIGHER 
Education 
after marriage 
Were you studying or 
attending school just before 
you got married? (611C) 
 
Did you continue your studies 
after marriage? (611D) 
611C 
1 = YES 
2 = NO 
 
611D 
1 = NO 
2 = YES, LESS 
THAN A YEAR 
3 = YES, FOR 1-2 
Derived Variable 
YES 
611C=1  AND 
611D: 
2 = YES, LESS THAN A 
YEAR 
3 = YES, FOR 1-2 
YEARS 
4 = YES, FOR 3-4 
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Variable 
Label 
(BDHS 
Variable 
Name) 
BDHS Question  
(Question Number) 
 
BHDS Coding 
Categories 
Analytic Notes 
YEARS 
4 = YES, FOR 3-4 
YEARS 
5=YES, FOR 5+ 
YEARS 
YEARS 
5=YES, FOR 5+ YEARS 
 
NO 
611C=1  
611D=1 
 
Currently 
working 
(V714) 
Is <NAME> currently 
working?  
1 = YES 
2 = NO 
 
N/A 
Reproductive Characteristics of the Girl 
Exposed to 
family 
planning 
messages 
In the last month have you 
(714): 
Heard about family planning 
on the radio? 
Seen anything about family 
planning on the television? 
Read about family planning 
in a newspaper or magazine? 
   Read about family planning 
in a poster, billboard, or   
leaflet? 
    Heard about family planning 
from a community event?    
For each question: 
1 = YES 
2 = NO 
 
Derived Variable 
Yes if any response are 
yes 
Otherwise, no 
 
Visited by FP 
worker in past 
6 months  
(S326) 
During the last six months 
were you visited by a 
fieldworker who talked to you 
about or gave you a family 
planning method? (326) 
1 = TALKED 
2 = GAVE 
METHOD 
3 = TALKED AND 
GAVE METHOD 
4 = NO 
Derived Variable 
YES 
1 = TALKED 
2 = GAVE METHOD 
3 = TALKED AND 
GAVE METHOD 
NO 
4 = NO 
Knows timing 
of peak 
fertility (239) 
From one menstrual period to 
the next, are there certain 
days when a woman is more 
likely to become pregnant? 
1 = YES 
2 = NO 
8 = DON’T KNOW 
N/A 
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Variable 
Label 
(BDHS 
Variable 
Name) 
BDHS Question  
(Question Number) 
 
BHDS Coding 
Categories 
Analytic Notes 
(239) 
Heard of 
menstrual 
regulation 
(229A) 
Have you ever heard of 
menstrual regulation? (229A) 
1 = YES 
2 = NO 
N/A 
Emergency 
Contraception 
Pills (S301A) 
Have you ever heard about 
emergency contraception pills 
(ECP)?  As an emergency 
measures after unprotected 
sexual intercourse, a woman 
can take special pills within 
three days to prevent 
pregnancy? (301A) 
1 = YES 
2 = NO 
 
 
Heard of 
lactational 
amenorrhea 
Method 
(S229A) 
Have you ever heard about 
lactational amenorrhea 
method (LAM)? Up to 6 
months after child birth a 
woman can use a method that 
requires that she breastfeeds 
frequently, day and night, and 
that her menstrual period as 
not returned? (301D) 
1 = YES 
2 = NO 
 
N/A 
Age at first 
sex (V531) 
Derived by BDHS N/A Derived Variable 
10 -14 years 
15-16 years  
17-19 years 
 
Ideal number 
of children 
(V613) 
If you could choose exactly 
the number of children to 
have in your whole life, how 
many would that be? (712) 
N/A Derived Variable 
1 child 
2 children 
3 or more children 
Pregnancy 
that 
terminated 
without a live 
birth (V228) 
Have you ever had a 
pregnancy that miscarried, 
ended using 
menstrual regulation, was 
aborted, or ended in a 
stillbirth? (232) 
1 = YES 
2 = NO 
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Variable 
Label 
(BDHS 
Variable 
Name) 
BDHS Question  
(Question Number) 
 
BHDS Coding 
Categories 
Analytic Notes 
Female Autonomy 
Involved  in 
decisions 
about her 
health care 
(V743A) 
Who usually makes decisions 
about health care for 
yourself? (820) 
1 = RESPONDENT 
ALONE 
2 = RESPONDENT 
AND HUSBAND/ 
PARTNER 
3 = RESPONDENT 
AND OTHER 
PERSON  
4 = HUSBAND/ 
PARTNER ALONE 
5=SOMEONE 
ELSE 
6 = OTHER 
Derived Variable 
YES 
1 = RESPONDENT 
ALONE 
2 = RESPONDENT AND 
HUSBAND/ PARTNER 
3 = RESPONDENT AND 
OTHER PERSON  
NO 
4 = HUSBAND/ 
PARTNER ALONE 
5=SOMEONE ELSE 
6 = OTHER 
Able to go to 
health center 
alone (S823A) 
Do you go to a health center 
or hospital alone or with your 
young children (823A) 
1 = RESPONDENT 
ALONE 
2 = RESPONDENT 
AND HUSBAND/ 
PARTNER 
3 = RESPONDENT 
AND OTHER 
PERSON  
4 = HUSBAND/ 
PARTNER ALONE 
5=SOMEONE 
ELSE 
6 = OTHER 
Derived Variable 
YES 
1 = RESPONDENT 
ALONE 
2 = RESPONDENT AND 
HUSBAND/ PARTNER 
3 = RESPONDENT AND 
OTHER PERSON  
NO 
4 = HUSBAND/ 
PARTNER ALONE 
5=SOMEONE ELSE 
6 = OTHER 
Involved  in 
decisions 
about 
household 
purchases 
(V743B) 
Who usually makes decision 
about making major 
household purchases? (821) 
1 = RESPONDENT 
ALONE 
2 = RESPONDENT 
AND HUSBAND/ 
PARTNER 
3 = RESPONDENT 
AND OTHER 
PERSON  
4 = HUSBAND/ 
Derived Variable 
YES 
1 = RESPONDENT 
ALONE 
2 = RESPONDENT AND 
HUSBAND/ PARTNER 
3 = RESPONDENT AND 
OTHER PERSON  
NO 
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Variable 
Label 
(BDHS 
Variable 
Name) 
BDHS Question  
(Question Number) 
 
BHDS Coding 
Categories 
Analytic Notes 
PARTNER ALONE 
5=SOMEONE 
ELSE 
6 = OTHER 
4 = HUSBAND/ 
PARTNER ALONE 
5=SOMEONE ELSE 
6 = OTHER 
Involved  in 
decisions 
about  visiting 
family/relative
s(V743D) 
Who usually makes decisions 
to visit your family or 
relatives? (822) 
1 = RESPONDENT 
ALONE 
2 = RESPONDENT 
AND HUSBAND/ 
PARTNER 
3 = RESPONDENT 
AND OTHER 
PERSON  
4 = HUSBAND/ 
PARTNER ALONE 
5=SOMEONE 
ELSE 
6 = OTHER 
Derived Variable 
YES 
1 = RESPONDENT 
ALONE 
2 = RESPONDENT AND 
HUSBAND/ PARTNER 
3 = RESPONDENT AND 
OTHER PERSON  
NO 
4 = HUSBAND/ 
PARTNER ALONE 
5=SOMEONE ELSE 
6 = OTHER 
Intimate 
partner 
violence ever 
justified 
(V744A, 
V744B, 
V744C, 
V744D, 
V744E) 
In your opinion is a husband 
justified for hitting or beating 
his wife in the following 
situations? (826) 
If she goes out without telling 
him? 
If she neglects the children? 
If she refuses to have sex with 
him? 
If she burns the food? 
For each question: 
1 = YES 
2 = NO 
8 = DON’T KNOW 
Derived Variable 
Yes if any response are 
yes 
Otherwise, no 
 
Husbands’ Characteristics 
Husbands age 
(730) 
Derived by BDHS N/A Derived Variable 
19 years or less 
20-24 years 
25-29 years 
30 years or greater 
Highest 
education 
level 
What is the highest level of 
school you attended? (105) 
0=NO 
EDUCATION 
1 = PRIMARY 
Derived Variable 
NONE/PRIMARY 
SCHOOL 
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Variable 
Label 
(BDHS 
Variable 
Name) 
BDHS Question  
(Question Number) 
 
BHDS Coding 
Categories 
Analytic Notes 
(V701) 2 = SECONDARY 
3 = HIGHER 
0=NO EDUCATION 
1 = PRIMARY 
SECONDARY 
HIGHER 
Husbands 
desire for 
children 
Does your (husband/partner) 
want the same number of 
children that you want, or 
does he want more or fewer 
than you want? (720) 
1 = SAME 
NUMBER 
2 = MORE 
CHILDREN 
3 = FEWER 
CHILDREN 
8 = DON’T KNOW 
N/A 
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Appendix B: Semi-structured Interview Guide for Key Informants 
 
Introduction 
Hello. My name is Kristin Johnson and this is <note taker/ translator>. Thank you for 
taking the time to speak with us. Today, I will be asking you a series of questions and 
<note taker/ translator> will be taking notes and translating as needed.  The goal of our 
conversation is to learn about your professional experience with family planning policies 
and programs for adolescents.  
 
The questions that I will be asking today focus on three main areas: 
 
1) Your professional role and responsibilities;  
2) Your experience with family planning policies; and 
3) Your experience with family planning programs. 
 
Additionally, the questions will ask about the inclusion of adolescent-friendly standards 
into family planning policies and programs.  The World Health Organization defines 
adolescent-friendly health services as those that are equitable, accessible, acceptable, 
appropriate, and effective for adolescents within the context of their social, cultural, and 
economic realities1. 
 
The discussion that we are having today is an important part of developing 
recommendations to improve family planning services for adolescent girls. Your 
knowledge and experience is a critical part of this process.  
 
If you have any questions during the interview, please do not hesitate to ask. Do you have 
any questions before we get started? 
 
Would it be OK with you if we recorded this discussion for note taking purposes? The 
recording will be used to ensure the accuracy of the notes only. 
 
 
 
 
                                                          
1 WHO, Global Consultation on Adolescent Friendly Health Services: A Consensus Statement., 2001: 
Geneva, Switzerland. 
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Background  
The first set of questions asks about your professional role and responsibilities at your 
organization. 
1. What is your title? 
2. Please tell me about your role and responsibilities in this position? 
3. How long have you had you held this position?  
4. What aspect of your job is most rewarding? 
5. What aspect of your job is most challenging?  
6. Have you held any other positions related to family planning? What other 
organizations have you worked at? Please describe your role and responsibilities 
in previous position(s). 
Family Planning Policies 
This next set of question asks about family planning for adolescents. Are you involved in 
developing policies for procedures for FP?  (If no, skip to the next section titled, 
“Family Planning Programs”) 
7.  Are there policies and procedures in place that do not restrict the provision of or 
access to FP services for adolescents, including marital status? Please describe 
this policy.  (If no, skip to the next question) 
a) Probe: When was the policy developed? Why was it developed? Who was 
involved in developing the policy? 
b) Probe: Do you think adolescents are aware of the policy? Have any steps been 
take to publicize the policy? 
c) Probe: Are there regional differences in adherence or enforcement of the 
policy?  
i. Why are some regions more likely to follow the policy? 
ii. Why are some regions less likely to follow the policy? 
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8. Are there policies and procedures in place to ensure that all adolescents are 
treated with care and respect, regardless of status (i.e., wealth, marital status)? 
Please describe this policy.  (If no, skip to the next question) 
a. Probe: When was the policy developed? Why was it developed? Who was 
involved in developing the policy? 
b. Probe: Do you think adolescents are aware of the policy? Have any steps 
been take to publicize the policy? 
c. Probe: Are there regional differences in adherence or enforcement of the 
policy?  
i. Why are some regions more likely to follow the policy? 
ii. Why are some regions less likely to follow the policy? 
9. Are there policies and procedures in place that ensure that FP services are free or 
affordable to adolescents? Please describe this policy. (If no, skip to the next 
question) 
a. Probe: When was the policy developed? Why was it developed? Who was 
involved in developing the policy? 
b. Probe: Do you think adolescents are aware of the policy? Have any steps 
been take to publicize the policy? 
c. Probe: Are there regional differences in adherence or enforcement of the 
policy?  
iii. Why are some regions more likely to follow the policy? 
iv. Why are some regions less likely to follow the policy? 
10. Are there policies in place that guarantee confidentiality for adolescents using FP 
services? Please describe this policy. (If no, skip to the next question.) 
a. Probe: When was the policy developed? Why was it developed? Who was 
involved in developing the policy? 
b. Probe: Do you think adolescents are aware of the policy? Have any steps 
been take to publicize the policy? 
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c. Probe: Are there regional differences in adherence or enforcement of the 
policy?  
v. Why are some regions more likely to follow the policy? 
vi. Why are some regions less likely to follow the policy? 
11. Are there any other policies for procedures related to family planning services for 
adolescents that I have not asked about? 
12. Have adolescent been actively involved in designing or providing feedback on 
policies or procedures related to FP services? Why or why not? 
13. Are there any challenges to developing or implementing policies family planning 
for adolescents?  If so, can you please describe those challenges? What is needed 
to overcome those challenges? 
14. Regarding adolescent-friendly FP, do you know of any new policies that are being 
developed or may be implemented in the near future? 
 
Family Planning Training Programs 
This next set of question asks about family planning training programs.  Have you ever 
helped to develop family planning training program or curriculum? (If no, skip to the 
next section titled, “Conclusion”) 
15. Can you please tell me how the how the program was developed? What was the 
process for deciding what training topics were included in the program? 
16.  Does the program include approaches to make family planning available to all 
adolescents? 
a. Probe: If yes, what approaches were followed? 
b. Probe: If no, why wasn’t this included in the program?  
17. Does the program include approaches to train healthcare provider to treat all 
adolescents with care and respect? 
a. Probe: If yes, what approaches were followed? 
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b. Probe: If no, why wasn’t this included in the program?  
18. Does the program include approaches help community members understand the 
importance and benefits of family planning for adolescents? 
a. Probe: If yes, what approaches were followed? 
b. Probe: If no, why wasn’t this included in the program?  
19. Does the program include approaches to ensure the confidentiality for adolescents 
using family planning services? 
a. Probe: If yes, what approaches were followed? 
b. Probe: If no, why wasn’t this included in the program?  
20. Does the program use evidence-based protocols and guidelines to provide family 
planning services? 
a. Probe: If yes, what approaches were followed? 
b. Probe: If no, why wasn’t this included in the program?  
21. Does the program include approaches for counselling adolescents about family 
planning?   
c. If yes, what approaches were followed? 
d. If no, why wasn’t this included in the program?  
22. Were adolescent actively involved in designing or providing feedback on the 
family planning program? Why or why not? 
23. Are there any challenges to developing adolescent-friendly family planning 
training programs?  If so, can you please describe those challenges? What is 
needed to overcome those challenges? 
24. Regarding adolescent-friendly family planning, do you know of any new 
programs that are being developed or may be implemented by your organization 
in the near future? 
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Conclusion  
25. Is there anything else that you would like to share with me about FP for 
adolescents? 
 
Thank you for your time and participation.  I truly appreciate your willingness to 
speak with me today. 
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Appendix C: Semi-Structured Interview Guide for Focus Group Participants 
 
Introduction 
Hello. My name is Kristin Johnson and this is <note taker/ translator>. Thank you for 
taking the time to speak with us. Today, I will be asking you a series of questions and 
<note taker/ translator> will be taking notes and translating.  The goal of our conversation 
is to learn about your personal opinions about family planning and modern contraception 
and about your experience as family planning provider working with adolescent girls.  
 
Let’s review a few key terms before we begin. 
 Family planning is the practice of allowing people to have their desired number 
of children and determine the spacing between pregnancies.  
 Modern contraception are methods to allow people to achieve their family 
planning goals. Examples of modern contraception include the pill, IUD, 
condoms, implants and injectables. 
 
The questions that I will be asking today focus on three main areas: 
 
4) Your personal opinions about modern contraception;  
5) Your training in family planning and modern contraception; and 
6) Your experience working with adolescent girls. 
 
I hope everyone will feel comfortable contributing to the discussion. Please keep in mind 
that there are no right or wrong answers to these questions and that everyone’s 
knowledge and experiences are equally important.  The discussion that we are having 
today is an important part of developing recommendations to improve family planning 
services for adolescent girls. 
 
As we have already informed you, our discussion will be recorded so that we won’t miss 
important comments that you make during the discussion. Additionally, we ask that you 
respect each other’s confidentiality by not repeating anything that we discuss to anyone 
who did not take part in the discussion. By agreeing to participate you also agree to keep 
the discussion confidential. If you have any questions during the interview, please do not 
hesitate to ask.  The discussion will last for approximately one to one and a half to hours. 
 
Do you have any questions before we get started? 
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Personal Opinions on Modern Contraceptive Use 
The first set of questions asks about your personal opinion on modern contraception use. 
Please remember that there are no correct or incorrect answers to these questions.  
1. In your mind, what are the reasons an adolescent girl might use modern 
contraception? Think about major life events like marriage or birth, or characteristics 
of the girl and her family, like education or wealth.  
2. In your mind, what are the reasons an adolescent girl might not use modern 
contraception? Again, think about life events or characteristics of the girl and her 
family. 
3. Thinking about the communities where you work, what are the factors that influence 
whether or not an adolescent girl uses modern contraception before the birth of her 
first child? What social or cultural factors do you think influence use of modern 
contraception before a first child is born?  
4. What do people in the community say about adolescent girls using modern 
contraception? Do they say anything positive or negative about adolescent girls 
using modern contraception? 
 
Family Planning Training 
This second set of question asks about your family planning and modern contraception 
training.  I understand that you received family planning training from EngenderHealth’s 
Mayer Hashi project.  
5. Did you receive any specific training to working with adolescent girls? What were 
you taught about working with adolescent girls with respect to family planning? 
6. Did your training adequately prepare you to work with adolescent girls?  Why or 
why not? 
7. Is there anything else the training could have included that would have prepared you 
to counsel or provide family planning to adolescent girls? 
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Provision of Family Planning and Modern Contraception 
8. What is it like to counsel adolescent girls about family planning? Can you tell me 
about a recent experience when you counselled an adolescent girl about family 
planning?  
a) Probe: Are there any special approaches you use when counselling adolescent 
girls? 
b) Probe: Do you think adolescent girls are comfortable talking about family 
planning?  
c) Probe: Are adolescent girls comfortable talking about family planning? Why 
or why not? 
d) Probe: Are you comfortable talking with adolescent girls about family 
planning? Why or why not? 
e) Probe: Is there anything that would make it easier to talk to adolescent girls 
about family planning? 
 
9. What is it like to ask adolescent girls about when they would like to have a baby?  
a) Probe: Do you ask all girls or only some girls? How do you decide which 
girls to ask? 
b) Probe: How do they typically respond to the question?  
c) Probe: What challenges do you encounter when asking adolescent girls about 
their pregnancy intentions?  
 
10. What aspects of family planning do you discuss with adolescent girls? 
a) Probe: Which methods do you teach about? Why do you teach about those 
methods? 
b) Probe: What questions do you ask adolescent girls about family planning? 
c) Probe: What questions do adolescent girls ask you about family planning? 
 
11. Can you please tell me about any challenges you have experienced when providing 
modern contraception to adolescent girls?   What could help overcome those 
challenges?  
12. Who is present when you speak to her about family planning or modern 
contraception?  
a) Probe: Do you think the girl is comfortable talking about contraception when that 
person is present? Why or why not? 
  
 
155
b) Probe: Are you comfortable talking with the girl when that person is present? 
Why or why not? 
c) Probe: Does it change your conversation if that person is present? How does it 
change the conversation? 
d) Probe: Would it be better to talk to the girl alone? Why or why not? 
 
13. How are modern contraceptive methods chosen for adolescent girls?  Who 
participates in the decision? 
a) Probe:  What factors do you consider when selecting a method? 
b) Probe: Who usually makes the final decision (e.g., the girl, her husband, you, 
someone else)?  
c) Probe : Are there instances where the girl disagreed with her husband or family 
about whether to use a method or which method to use? How was the 
disagreement resolved?  
 
14. Can you tell me about a time when you did not to counsel an married adolescent girl 
about family planning? What were the challenges? What would have made it easier? 
15. Was there ever a time when you did not have all the equipment or supplies you 
needed to provide modern contraception?  
a) Probe: What supplies or equipment were missing? How did you manage without 
them?  
b) Probe: Was the issue resolved? How long did that take? 
 
16. Is there anything else that you would like to share with me about providing family 
planning services or modern contraceptives to adolescent girls?  
 
 
Thank you for your time and participation.  I truly appreciate your willingness to 
speak with me today.  
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